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MANAGEMENT OF HEAD 
INJURIES’ 


Epcar F. Fincuer, M. D., F. A. C. S. 
Emory University, Georgia 


e they “unwilling shoulders”, or not, 
B every member of the medical profession 
must be equipped to know certain basic 
clinical concepts of the patient with head in- 
jury. With fundamental considerations, any 
physician should be in a position to evaluate 
such a clinical problem, He can, on these medi- 
cal objective recordings, advise the family. If 
he is not equipped to actually handle the 
problem, conservatively or otherwise, he at 
least can recognize the potentialities and re- 
quest such assistance as the patient demands. 
It is not the common thing that such an 
astute physician needs consultation. If he 
keeps in mind and insists on certain periodic 
recordings of the clinical activities of his “head 
injuried patient”. He will not go wrong in 
evaluating what is developing in that patient 
for the better or the worse. He must insist on 
the basic recordings of the vital signs of such 
a traumatic problem. On these chartered re- 
cordings, he is able, from one period of time 
to another, to evaluate clinically such a pa- 
tient’s status. Thus from these recordings, the 
attending doctor can keep the family mem- 
bers informed from hour to hour of the pa- 
tient’s status. This, I believe in the manage- 
ment of acute head injuries, is one of the more 
important responsibilities. 
The primary consideration in these traumata 
is the injury to the brain tissues and the other 
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contents within the skull. In neurologic evalua- 
tions, due attention and thought of the signifi- 
cance of skull fractures must claim a share of 
the overall clinical evaluation. The potentiali- 
ties which the ramifications of a skull fracture 
may suggest or the problems presented by de- 
pressed bone fragments may not immediately 
be manifested by central nervous system 
deficits. Although these bony damages may be 
of secondary importance in the management 
of the acute head injury, perhaps a discussion 
of such should precede the appraisal of the 
development of what occurs when the con- 
tents within the skull are physically wounded. 

The skull is an irregular rather solid sphere. 
Just as a golf ball or a baseball does, when 
intensely struck, the cranium momentarily 
changes its shape. Thus, the cerebral contents 
may likewise suffer a contour alteration. 
Whether or not a skull fracture occurs from 
physical violence is dependent on the extension 
of the normal elasticity of the skull. A force of 
small mass and great velocity, such as a bullet 
wound or a hammer-head, is likely to result in 
a localized depressed or a penetrating skull 
fracture. A force of great mass and lesser veloc- 
ity is more likely to produce a linear separation 
of the bones of the head. Such fractures may 
radiate from the point of the scalp contact and 
disunions of the skull bones may occur more or 
less remote from the site of the skull where 
the impact was received. These are the so- 
called contra-coup types of fractures. Fracture 
lines which traverse the anatomical locales of 


underlying dural venous sinuses or arteries 
should alert one to the possibilities of hemor- 
rhagic activities from these blood vessel chan- 
nels, The middle meningeal artery being 
extradural, channelling the inner table of the 
skull, is anatomically available for external 
trauma. Compounded skull fractures which 
implicate the longitudinal or lateral dural 
sinuses, must in these types of open head 
wounds, be given due anatomical and physio- 
logical considerations in the neurologic ex- 
aminations of such a victim. Fracture lines, 
linear or depressed, which cross hypertrophied 
medullary venous sinuses between the inner 
and outer tables of the skull, must be viewed 
with the possibility of an extradural hematoma. 
Skull fractures, be they simple or compounded, 
which involve frontal, paranasal or mastoid 
sinuses must be thought of in terms of opening 
avenues for infection. The radiologic or physi- 
cal observation of such a skull defect justifies 
the early administration of prophylactic chem- 
ical or antibiotic medications. 
The Vital Signs 

It is not necessary that one have an elaborate 
neurosurgical setup for the care of head in- 
juries. The evaluation of these patients in one’s 
office, in the home, in the emergency clinic, 
the x-ray room, in the hospital or even by the 
roadside, can be made on the recording of 
certain vital clinical activities. Upon these 
“vital signs” one can rely accurately for a cor- 
rect evaluation of the intracranial damage. 
Upon these observations, the status of such a 
patient can be appraised properly from one 
period of time to the next. These paramount 
considerations in order of importance are: 
(1) state of consciousness, (2) pulse rate, (3) 
blood pressure, (4) respirations, (5) body 
temperature. Such observations, obviously, re- 
quire no elaborate radiologic equipment, ex- 
tensive laboratory equipment, or a certified 
hospital, In ratio to the degree of the disturb- 
ance of these physiologic activities will be the 
severity and gravities of such a patient's brain 
damage. As an illustration, an unconscious 
patient, exhibiting definite evidence of motor 
function, with a normal pulse rate, no ab- 
normal alteration in blood pressure, a smooth 
regular respiratory activity and a satisfactory 
body temperature, permits the doctor an 





opinion that no serious intracranial changes are 
in force. On the other hand, a wholly un- 
conscious patient, non-responsive to even pain- 
ful stimulation, with a rapid feeble or extreme- 
ly slow pulse rate, a variable blood pressure, 
irregular respirations (depth, rate and rhy- 
thm) whose body temperature is a different 
elevation with each recording is, an eighty odd 
percentile fatality. As each vital function levels 
toward normality, the mortal percentage 
lessens. Now, hastily, the evaluation of these 
vital activities: 

I. Consciousness. This, I feel, is the one 
cerebral activity which must have overall 
precedence in the clinical evaluation of a head 
injury. If the patient is cooperative, responsive 
and reliably alert, there may be minor changes 
on other of his charted “vital signs”, but as 
long as the conscious contacts are maintained 
with the examining physician, such a victim 
is tolerating his cerebral trauma without any 
undue significance. A person who suffers a so- 
called “concussion” will have a very transitory 
interruption of cerebration but the events pre- 
ceding and his physical status promptly there- 
after will likely be quite vivid in his history of 
such an experience. If the patient has suffered 
structural damage to any of the contents with- 
in the skull, cerebral compression, as an anal- 
ogy of the state of consciousness, may be 
divided into four stages. 

The first of these may be classed as Mental 
Dullness. Here, there is confusion, disorganiza- 
tion of thought, and while this sufferer may 
be reasonably cooperative, such behavior is 
not totally reliable. Irritability, characterizes 
the second stage of cerebral compression. 
Speech, orientation, judgement and reasoning 
are not trustworthy. Headaches, restlessness, 
apprehension and dizziness further differen- 
tiate this state from the other three groupings. 
Medullary Compensation is a serious phase of 
cerebral compression. This intracranial dam- 
age is compatible with survival. These patients 
are wholly unconscious. There are no vocal 
contacts. There may be hopeful reactions to 
painful or reflex stimulations. There are cer- 
tain physiologic responses to acutely increasing 
intracranial pressure (not seen in chronic 
pressure ). Cerebral anemia from severe cere- 
bral compression stimulates the medullary 
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centers to react in a compensatory effort to 
restore cerebral circulation by means of the 
rising blood pressures noted in these patients. 
With this elevation in circulation the medul- 
lary centers resume an approximately normal 
function, These stimulant physiologic _re- 
sponses may be repetitive. If this acute intra- 
cranial pressure response is spontaneously, 
medically, or surgically rectified patient sur- 
vival can be expected. If such a response is not 
forthcoming, then the fourth stage of cerebral 
compression ensues and this is the phase of 
Medullary Exhaustion. This situation may be 
an immediate one, either as the result of the 
over-all problem of shock, (commonly from 
concomitant injuries to other parts of the 
body, blood loss, etc.) or from direct medullary 
or tentorial brain stem contusion, whereby 
normal physiologic responses to acutely in- 
creasing intracranial pressure are rendered 
functionally impossible. Medullary exhaustion 
may be manifested as a slightly prolonged 
third stage of cerebral compression and allow 
one an erroneous prognosis. One often asks, 
“Where is the seat of consciousness”? This is 
in academic dispute but as a neurosurgeon, 
if I may be so bold, I believe that it is a func- 
tion of the brain stem and medulla. Cerebral 
hemispheric removals, the sacrifices of the 
cerebellar lobe or lobes, or even the removal 
of the para-subthalamic brain areas by trauma 
and by surgery have been followed by full 
restoration of consciousness. The victim of 
head injury who never regains consciousness, 
deferred or acute as the situation may have 
been, exhibits gross or microscopic physical 
destruction of the pons or the medulla. Clinic- 
ally, | am of the opinion that the conscious 
“head injured” does not have tentorial damage 
but the completely unconscious victim, ex- 
hibiting the decerebrate phenomenon will 
universally reveal major contusion and hemor- 
rhage in his brain stem. 

II. Pulse—Now, a word or so about the 
activities of our vital recordings in the observa- 
tion of the victim who has suffered head 
trauma, Increase in rate may, of course, be 
that of excitement, shock or latently, dehydra- 
tion or infection. Such may be the result of 
medullary or pontine damage, and if so, the 
activity is likely a rapid thready one and at- 
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tended by other evidences of such a territorial 
damage. At either extreme, bradycardia (40- 
50 per minute rate) or tachycardia (120-140) 
should be viewed with prognostic precautions. 

III. Blood Pressure—What about these re- 
cordings? Experimentally, this pressure rises 
as the acute intracranial pressure is elevated. 
The intracranial damage may be too extensive 
or so vitally placed as to obviate this physio: 
logic response. A rising blood pressure with 
an attending bradycardia denotes increasing 
pressure within the skull. Intracranial arterial 
bleeding is one’s most common consideration 
in those with acute cranial trauma. A rapidly 
falling blood pressure interpreted in the ab- 
sence of shock or blood loss is most likely the 
result of medullary exhaustion. 

IV. Respiration—As for respiratory activities 
in the patient who has suffered a head injury, 
one should promptly ascertain the presence or 
absence of concomitant thoracic damage. This 
excluded, the respiratory activity “in shock”, 
as all of you know is a shallow excursion with 
an increased rate. With increasing intracranial 
pressure, rate is slowed and breathing becomes 
heavy and stertorous. Direct medullary hemor- 
rhage may not permit a rate over 2 to 4 per 
minute. This results in severe cyanosis and 
edema of the lung is usually present. A second- 
ary return to shallow respiration of irregular 
rate is a grave symptom. 

V. Temperature—In regard to body tempera- 
ture recordings, as is generally recognized; in 
a state of shock, the thermal reaction may be 
subnormal. On a practical basis, one can be 
reasonably accurate in realizing that the 
higher the body temperature the more severe 
the brain damage. A daily temperature eleva- 
tion in the person with head injury may be the 
result of brain stem contusion, subarachnoid 
blood or a complicating infection. Dehydra- 
tion must not be forgotten as a clinical ther- 
mometer elevator. 

Classification of Head Injuries. In the 
management and treatment of head injuries, 
one’s various experiences begin to simulate 
others. Even the histories of the cranial insults 
may be somewhat alike; their vital charted be- 
haviors are patterned in a singular manner and 
even the skull radiograms remind one of a like 
past observation. Thus, from a small number 
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of cases, one learns to group head injuries into 
diagnostic pigeon holes. Thus, a head injury 
classification evolves. Such a grouping is de- 
sirable. It permits earlier proper treatment 
for each group, it allows a reasonable accuracy 
for prognosis and didactically it qualifies for 
an orderly presentation of a most important 
responsibility, even for the beginner in our 
profession. The following classification was set 
forth by the late Doctor Charles Dowman, 
fortunately for me, my preceptor, and pioneer 
neurological surgeon in this area. The practica- 
bility of this grouping has been such that only 
minor alterations have been necessary for my 
needs. The advent of chemotherapy, our better 
understanding of body chemical imbalances 
and the cerebral anoxic sequelae have com- 
manded additions. 

GROUP I (A)—The first of these groupings 
is listed as: massive brain damage evidencing 
rapid medullary exhaustion. This is quite 
descriptive. There are commonly extensive 
physical evidences of deprivations of the 
scalp, skull, dura, dural venous sinuses, the 
brain and its blood vessels. Commonly, there 
are also thoracic as well as abdominal injuries 
and more commonly fractures of an extremity 
or of the vertebral skeleton. Patients with these 
injuries are profoundly and totally uncon- 
scious. Their blood pressures are initially poor, 
may rise to pathologic heights, but rapidly 
descend to negligible low levels. Respiratory 
activities are characteristically slowed and 
stertorous. Pulse recordings are slow, irregular 
or may be feeble and very rapid. Flaccid ex- 
tremities and absence of reflex activities are 
objective evidences of the gravity of the 
irreparable cerebral destruction. Life is in- 
compatible with such brain traumata or the 
other attending body injuries. The treatment 
is symptomatic and supportive and unless 
these persons stabilize to fall into a more 
hopeful group, death is inevitable. 

GROUP I (B)—A similar assemblage of 
one’s experience resolves itself into: massive 
brain injury evidencing medullary compensa- 
tion. One will see in these patients the classical 
physiologic responses to increasing intra- 
cranial pressure. In these patients one has a 
better opportunity for professional help. Even 
though they may have extensive damage from 


skull fracture, multiple or single scalp lacera- 
tions or even intracranial hemorrhagic mani- 
festations, this type of patient may be the one 
who may well benefit from a subtemporal de- 
compression. Such a procedure, I believe, re- 
lieves the tentorial herniation. You are all 
familiar with the recognized “herniation of the 
cerebellum” following a spinal puncture when 
severely increased intracranial pressure is 
present. There is pathologic evidence in recent 
years that similar damage does, and can occur 
when the cerebral structures are “rammed” as 
it were through the tentorial dural partition 
which divides the cerebral cavity from the 
cerebellar domicility. Jack Spear asked me a 
few minutes ago to theorize as to how he ac- 
complished a rather dramatic revival in a 
child aged 30 months last evening in this com- 
munity. This child, he related, had a slow 
respiratory rate, was totally irresponsive to 
any form of stimulation, had a dilated and un- 
reactive pupil. On the side of the pupillary ab- 
normality, he processed a temporal osteoplastic 
skull flap. He said he found no brain contusion 
or hemorrhage. Thinking there might be trau- 
matic injury more posteriorly, which was the 
site of the traumatic contact with the head, he 
was in the process of making another trephine, 
when this child’s respiration returned to nor- 
mal. He said that consciousness returned 


promptly, to such a degree, that wound 
closure necessitated vigorous restraint. The 


child today has no neurologic or vital clinical 
basic handicaps. I would postulate that the 
temporal decompression permitted “an un- 
cinate recession.” The most common site for 
pupillary dilatation in a head injury is at the 
tentorial level. This occurs as the uncinate 
gyrus of the cerebrum is “jammed” against the 
third cranial nerve. Each surgeon’s mortality 
rate, in his management of head injuries, will 
be in ratio to the number of patients falling 
into Class A of Group 1 who come under his 
care and will depend on how able and adept 
he is in recognizing Group 2 of this sub- 
division. 

GROUP II—The second group of Dowman’s 
classification was: definite brain injury—no 
evidence of increased intracranial pressure. 
These injured patients have been rendered 
unconscious from their traumatic encounters. 
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They are not totally or profoundly so, when 
you examine them. They are in the second or 
third phases of cerebral compression as before 
described. They may be irritable, restless and 
moving their extremities. Some may have a 
suggestion of a cerebral motor dysfunction, 
either as an objective motor weakness or a 
pathologic reflex alteration. A minor pupillary 
inequality should not be too disturbing. Pulse 
rates of 90 to 100 characterize this group. 
There may be a minor elevation of their blood 
pressure. If one does routine spinal punctures 
on this group, some blood mixed with their 
spinal fluid is common. There may be a spinal 
fluid pressure a bit higher than the normal 
average. Patients with this type of head injury 
may be a bit confused and uncomfortable for 
a few days. During these 3 or 4 days their 
vital activities are receding to normal levels. 
GROUP III. The third grouping includes: 
depressed fractures, simple or compounded. 
Persons in this group may present localized 
neurologic handicaps in keeping with the site 
at which the depression of the skull occurred. 
To the rear or forward on most areas of the 
skull there may be no evident cerebral dys- 
functions. Unless arterial bleeding of severity 
is in force, their vital clinical signs are likely 
to be very stable. In the management of the 
depressed fractures, I feel that all of these 
bony indentures should be elevated. In the 
simple linear cases, where the fracture lines 
extend into the mastoid, frontal or paranasal 
sinuses one should be alert to possibility of 
spinal fluid leakages. If such is the problem, 
the sooner the institution of prophylactic 
chemotherapy and antibiotic therapy the bet- 
ter. Thus the patient is protected against 
serious infectious complications. In the simple 
depressed fractures where there is no con- 
nection with the outside world, the time for 
operative treatment can be an early elective 
one. I still feel, even with protective agents 
against infectious complications in the com- 
pounded injuries, be they linear or depressed 
fractures, that the sooner after the accident 
that these wounds are treated by debridement 
and properly closed, the better for the victim. 
GROUP IV—A fourth group of head in- 
juries, third in frequency to the massive cate- 
gory, includes the people who suffer linear 
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fractures of the skull, simple or compounded, 
but without evidence of brain damage. There 
is the history of the injury and the diagnosis 
is more commonly made in the x-ray laboratory 
but in the rarer compounded instances, the 
fracture may be seen or felt. Many of the 
simple cases are seen in the little folks. These 
are aged 8 months, 12 months or a year and 
a half in age. These babies fall off the window 
sill, out of the sink, out of ill protected cribs, 
bureau drawers, out of automobile doors or 
down steps. They are usually perfectly all 
right. They cry. They vomit. They are usually 
a bit irritable and they may vomit more than 
once. They may be a bit drowsy, from parental 
descriptions. If handled or medically ex- 
amined, drowsiness is commonly anything but 
laying with their eyes closed. In these young- 
sters, some one insists upon a roentgenogram. 
That puts the fat in the fire. Papa has to come 
home from work, mama starts crying and one 
or two grandmamas appear on the scene and 
the specialist must be called. 

It is the usual that there is much ado about 
nothing of serious moment. There is no specific 
treatment for these children. Observation, a 
close check on their vital signs should be kept, 
and as long as they are responsive to stimula- 
tions, moving their extremities, one should 
have no fears of any impending gravity. Vomit- 
ing may be to such a degree as to invite an 
acidotic state and before such an imbalance 
develops, intravenous fluid and dextrose ad- 
ministration is indicated. For cerebral cases, 
2.5 percent dextrose in half strength normal 
saline is the better apportionment. What is 
said regarding these babies is likewise ap- 
plicable to adults. A linear fracture of the 
skull by itself is of no serious moment. Such 
bone damage gives one some concept of the 
force of the blow. The region of this osseous 
disruption can be of importance. If the de- 
parture traverses the middle fossa of the skull 
or crosses the meningeal artery groove or some 
of the other vascular channel areas, one 
should be alert to intracranial hemorrhagic 
possibilities. In this group of head injuries, as 
long as pulse rates, blood pressure checks are 
satisfactory, with no noteworthy change in 
body temperature or respiratory rates and a 
decent maintenance of consciousness, one can 
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feel that the patient is doing all right. In many 
of these, there are latent legal aspects which 
may be more worrisome than the care and re- 
sponsibility of the original acute trauma. 
Again, a most important need for the recording 
of accurate clinical observations. 

GROUP V—Now, like any clinical classifica- 
tion in medicine, there are always the unusual 
experiences! So these rarer types will have to 
be put into the miscellaneous group. These are 
the persons who suffer, (a) Concussion, (b) 
Tentorial - brain stem contusion, (c) Chronic 
subdural hematoma, (d) Cerebro-spinal fistu- 
lae, (e) Middle meningeal hemorrhage, (f) 
Intracerebral hematoma. 

Webster defines concussion as “a condition 
of lowered functional activity without visible 
structural change produced in an organ by a 
shock, as by a fall or a blow.” You and I talk 
about patients who have suffered a “con- 
cussion”. I am talking about some one, almost 
dead from head trauma, you are talking about 
some one who had a suitcase fall on his head. 
In the court room and in the newspapers, we 
hear of these severely damaged people who 
are suffering the residuals of “concussion” or 
who have actually died as the result of such a 
cerebral insult. Perhaps we should adhere to 
Noah Webster and not take professional lib- 
erties with his book. There are no therapeutic 
indications in this lot, beyond assurance of the 
individual's immediate welfare and for latent 
sequelae. 

As for the (b) Tentorial Contusions: This is 
a mid-brain-stem damage. Time does not per- 
mit theorizing as to the mechanics and physical 
explanations of this intrinsic damage. Here 
one sees the most profound upheavals of the 
vital signs with the patient. Wholly and totally 
unconscious, sensory stimulations commonly 
precipitate decerebrate reactions. Pathologic or 
areflexive neurologic responses characterize 
these patients. The treatment is symptomatic 
and supportive. The prognosis, after the initial 
24 hours, is related to age and the concom- 
mitant body injuries. It is in this group that 
tracheotomy has proved its greatest usefulness 
in the management of head injuries, 

Now the (c) Chronic Subdural Hematomas. 
These are the head injuries that are usually 
secondary to the “trivial blows” to the head. 


These traumata are commonly polar, either 
frontal or occipital, for the site of the physical 
impact. A common history is a frontal contact 
with the windshield of an automobile or the 
head is struck against an overhead beam. 
Another frequent story is a fall backward, a 
slip from an overturned chair when these 
people strike their occiputs against the avail- 
able physical setup. Nothing is thought of the 
incident or they may in retrospect describe 
“a concussion”. Headaches promptly ensue. 
This complaint and the history of an insignifi- 
cant injury are the only two things that I know 
that characterize subdural hematomas. Other 
deficits which these patients 
may have could fill a neurological textbook. 
The common clinical course is patterned as one 
of personality change; forgetfulness, dis- 
orientation, toilet carelessness. If, while you 
are sitting on the patient’s bed, quizzing him 
or her and you are suddenly aware of a urinary 
indifference on the part of the patient, a sub- 
dural diagnosis can be suspected. I was wet 
three times, by three such patients, before I 
realized the clinical significance of this evi- 
dence. The other lead on these neurologically 
handicapped persons is the vacillation of their 
symptoms. One visit to their bedside and they 
are cooperative, recognize their family mem- 
bers and conversationally make their wishes 
known. You turn your back, they are rowdy, 
headstrong or stupefied to a state of uncon- 
sciousness. As an illustration, I saw a practic- 
ing physician a year or so ago, who dressed 
himself but for his trousers. Leaving his paja- 
mas trunks on with his bedroom slippers, he 
started for his patient responsibilities. He had 
casually mentioned headaches to his wife. 
When I saw him in consultation, he was co- 
operative, alert and as sharp as I had known 
him as a medical student. After his hematoma 
had been drained, it was learned that he had, 
three weeks previously struck against the 
heavy door of a sterilizer in the operating 
room. People with such injuries famously di- 
late a pupil and exhibit an ipsolateral hemi- 
paresis. The pupil dilatation represents a com- 
pression of the uncinate gyrus against the 
third cranial nerve. The hemiplegia is the re- 
sult of the compression of the cerebral ped- 
uncle at its anatomical juxta-position with the 


neurologic 
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tentorial-dural structure. Since this level is 
above the decussation of the cortical motor 
fibers, paralysis on the side of the hematoma 
occurs. The treatment of these patients is 
usually simple. Bilateral skull trephines 
should be performed in all patients with such 
suspected damage. Almost 50 percent of these 
persons will have bilateral hematogenous or- 
ganizations. It has been my practice for years 
to make bifrontal trephine openings; if no sub- 
dural disease is encountered, I prefer to inject 
air into the cerebral ventricles and send these 
patients for routine ventriculographic roent- 
genograms. I think this is better than “pecker- 
wood surgery” where one makes trephine skull 
holes here, there and elsewhere, hoping to en- 
counter a subdural lesion, I have had to resort 
to ventriculography in only two instances in a 
reasonably large number of surgically treated 
subdural hematomas. Clinically suspected, 
properly treated, I know of no more dramatic 
results which neurosurgery nets, than from 
these victims who usually suffer trite cranial 
insults. In the ages prior to closure of the 
suture lines of the skull bones, insiduous 
hydrocephalic developments must prompt the 
pediatrician to inquire about head traumata. 
The management of these babies is surgically 
different from those of adult age. 

(d) The incidence of Middle Meningeal 
Hemorrhage is very, very rare. This, in spite 
of the fact that every medical student re- 
members this development in its entirety. 
There is the history of the injury, usually of 
such severity as to render the patient un- 
conscious. He regains consciousness, is clear, 
cooperative and has a progressive headache. 
Projectile vomiting attending to the unilateral 
headache distress is common. If roentgeno- 
grams are made in the lucid interval one may 
visualize a linear fracture traversing the men- 
ingeal groove or its anatomical position. Short- 
ly after the lucidity, acute intracranial pressure 
phenomena develop. These are those previous- 
ly delineated, namely, rising blood pressure, 
slowing of the pulse and respiratory rates, 
diminution of consciousness, etc. Not everyone 
is in a position to perform a craniectomy, but 
there is, in every community, an able general 
surgeon who can perform a ligation of the ex- 
ternal carotid artery. This will help in the con- 
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trol of the extradural hemorrhage. I have 
amongst my definitive temporal efforts several 
instances in which our former general surgical 
house-officers have done such neck ligations 
and in one or so instances, following such 
initial efforts they have trephined the skull. 
This allows the clotted blood to exude and 
then these patients have been sent for further 
neurosurgical toileting. Life saving in every 
instance! This, because the affair is arterial 
bleeding, action is imperative, and if the con- 
dition is promptly and properly recognized, 
death should not occur. 

(e) Cerebro-Spinal Fistula. This type of 
drainage of subarachnoid fluid may be otic or 
rhinorrheic, depending on the locale of the 
skull fracture ramifications. It means that the 
skull, the dura and the arachnoid tissues have 
been torn and that there is a connection with 
the outside world. This, of course, is a patho- 
logic situation, but not as dangerous now as 
it was prior to the time of chemotherapy and 
antibiotic prophylactic therapy. As a strict 
entity, it is likely that this is not a subdivision 
of head injuries but more commonly occurs as 
an objective part of any one of the major 
groupings. The situation, however, may per- 
sist after the acute symptoms characterizing 
the didactic divisions have cleared. In a 
relatively high number of cases, the spinal 
fluid drainage may cease spontaneously after 
a few days. A persistant, constant flow of 
cerebro-spinal fluid of 2 to 3 weeks duration 
is indicative of a well established “arachnoid 
tract” and surgical eradication of this com- 
munication is indicated. 

(f) As for Intracerebral Hematomas, these 
are most unusual and are more likely recog- 
nized on careful neurologic examination after 
the acute symptoms of the head injury have 
subsided. The temporal lobes are common sites 
for these isolations. Aphasia, a visual range de- 
fect or a central type of facial paresis may give 
the medical examiner a lead for such a hemor- 
rhagic occupancy. These persons may, on fur- 
ther neurologic evaluation, reveal a suppres- 
sion of their contralateral superficial reflexes 
with a contralateral Babinski response. These 
persons exhibit a modified pattern of acutely 
increased intracranial pressure, in that there 
is a bradycardia (50-60 pulse rate), blood 
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pressures simulating a mild hypertension (150- 
160 systolic) and the respiratory rate may be 
that which results from a good dose of mor- 
phine. These suspects are to be confirmed on 
ventriculography. Surgical evacuation of these 
intracerebral hematomata results in prompt 
neurologic clearance but the morbidity of sub- 
sequent post-traumatic epilepsy is common. 
General Management 

A few things in general, concerning the 
overall management of head injuries, may not 
be amiss. The era of dehydration is well re- 
membered by some of the senior members 
here present. The limitation of the total fluid 
intake of the adult with head injury to a pint 
in 24 hours was of course a lot of “poppy- 
cock”. We know now that in the “chemical 
maintenance” of the ill, be they injured or the 
victim of an illness, it is far more important 
that they be in “balance” rather than in a 
state of dry-skin, sparse urinary output and 
thirst. For the traumatic cases who come under 
my care, 2.5 percent dextrose concentration in 
half strength normal saline is routine where 
oral fluids are not possible. In the average 
adult, 3 to 4 pints of such fluid in 24 hours has 
been a maintenance adequacy. Blood losses 
from hemorrhage, chloride depletion from 
body fluid losses and starvation must be given 
due evaluation in the general care of these 
victims. 

It still remains that spinal lumbar punctures 
may have a place in cases of cerebral trauma. 
One should have something definite in mind, 
rather than this should be a routine in head 
injuries. You have a potential medico-legal 
problem, you have not been able to establish 
any evidence of brain injury. This, on your 
clinical examination, x-ray evidence and a few 
day’s observation of the patient. A clear spinal 
fluid, with a normal manometeric pressure 
reading, gives you some objective diagnostic 
basis for your opinion that no worthy brain 
damage has occurred. In the subdural hema- 
tomas, a normal spinal fluid pressure, with no 
increase in the fluid protein content does not 
exclude such a lesion. A spinal fluid pressure 
of 300 to 400 mm. of water pressure, in such 
a suspected case, should prompt immediate 
trephination to prevent a cerebellar tonsillar 
herniation and a post-puncture catastrophe. 


Spinal fluid drainage may be a therapeutic 
measure. In instances where neck rigidity, 
headaches and temperature elevations persist, 
a chemical meningitis may possibly be dis- 
pensed with by a single lumbar tap. Thus, a 
spinal lumbar needle should be used in head 
injuries for therapeutic or diagnostic reasons 
and not as routine procedure. 

The indications for chemotherapy or anti- 
biotic therapy need no elucidation before an 
intelligent audience. Involvement of the para- 
nasal or mastoid sinuses in the skull fractures 
certainly demands such prophylactic measures. 
The postponement of definitive surgery in the 
compounded wounds, where shock, blood loss 
or other concomitant body injuries delay the 
neurosurgical indications, justify preventive 
medical efforts. If these patients are seen 
promptly after they have been injured and 
where surgical measures are the treatment of 
choice, the administration of anti-infectious 
drugs is “the dealer’s choice”. 

Wars tend to net something worthwhile in 
surgery, if nothing else. World War II netted 
tracheotomy as a common help for the head 
injury. The indication for such is when you 
begin to question in your mind as to whether 
it should or should not be done. The fact that 
your surgical experience “hunches such” is the 
indication. The stupified patient with spon- 
taneous vomiting, unable to exercise a cough 
reflex, with a “moist chest”, and respiratory 
irregularity may with proper oxygenation and 
repeated clearance of his bronchial secretions 
make a complete recovery due solely to an 
adequate airway. 

A word or so about ambulation. I have al- 
ways felt that the sooner a patient with a 
head injury could care for himself, the better 
off he was! This is physical and may be more 
important, psychologically so. Cushing, in his 
pioneer days with tumor craniotomies, moved 
these patients as quickly postoperatively as 
their physical conditions permitted. Why, then 
did certain medical neurologists insist on 4 
to 6 weeks complete bed rest in a person who 
suffered a concussion? From the patient’s view 
point, early ambulation means the doctor has 
no serious concern over the patient’s trauma. 
The members of the family are convinced of 
the patient’s return to normal, and when a 
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patient can go to the bathroom, use the toilet 
and bathe himself, he is well convinced that 
the doctor’s opinion of his welfare is correct, 
and it is! 

Now, as you have so attentively listened, 
you realize I have said nothing new. I hope I 
have been of help in crystallizing your experi- 
ences, So that, at the bedside, the roadside, or 
in your offices, if you keep in mind, conscious- 


The Obstipation-Prolapse Syndrome in Infants. By: 
W. Clough Wallace, M. D. Am. J. Surg. 93-1:82-85, 
Jan. 1957. 

The title applies to the condition seen in children 
from a few months to six or more years of age who 
have been constipated all their lives and have failed 
to respond to dietary measures, treatment of anorectal 
disease, training programs or laxatives. The stools 
have a gummy consistency; the child strains markedly 
at stool and has considerable discomfort, cries and 
appears to hold back rather than perform the act of 
defecation. At times there may be some bleeding, lead- 
ing to a diagnosis of hemorrhoids or other proctologic 
disease. 

The diagnosis is made from the history and from the 
findings of gummy stools, bulging of the rectal mucosa 
on straining and normal sigmoidoscopic examination. 

Treatment consists of painless injections of the 
bulging mucosa with sclerosing solution weekly until 
it is stabilized; a training program of 12 to 24 ounce 
plain water enemas given after breakfast each morn- 
ing, with the patient jackknifed across the mother’s 
lap, for two to three weeks, and then every second 
morning if the patient has not had a stool; and a 
dietary program. 

The dietary program: (1) Elimination of whole 
milk and substitution of buttermilk in older children 
and skimmed milk in nursing infants if they will not 


ness, blood pressure, pulse rates, respiratory 
and body thermal recordings; each and all of 
us can, with a real degree of accuracy, at any 
time in the career of “the head injured pa- 
tient” know at any interval just how the vic- 
tim is and for the family qualms, this seems to 
be more important than what may be the 
altered cerebral physiology. 


take buttermilk. (2) Marked restriction of bread, 
crackers, cake, ice cream, Irish potatoes, chocolate, 
chocolate candy and carbonated beverages. (3) Meat 
or fish should be eaten twice a day. (4) Feeding be- 
tween meals is necessary in children but should be 
limited to fruits or fruit.juices with one small cookie 
or cracker. (5) Cooked leafy vegetables and cooked 
or canned fruits in good portion should be fed twice 
daily. (6) Citrus juices and canned apple juice should 
be freely available, and fluids taken in generous 
quantities. (7) Unconcentrated standard cod liver 
oil before meals, in doses of one teaspoonful to one 
tablespoonful depending on age, proves salutary and 
beneficial. 

Incidental treatment: Maiden aunts, uncles, grand- 
parents and domestic help are no substitute for in- 
telligent and cooperative parents. No child will 
starve. They eat when hungry. 

This program has been eminently successful in the 
author’s hands, and its efficacy is explained on the 
basis of correcting a mechanically unfavorable con- 
dition that causes tugging on the bowel at stool causing 
pain, correcting dietary peculiarities that cause ab- 
normal fecal texture, and in older children overcoming 
a psychologic condition, present almost from birth, of 
considering defecation an unpleasant experience. 
Under the embarrassment of the injection procedures 
these latter decide they had rather have a stool than 
an injection. 
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MEDICAL COLLEGE CLINICS 


THE MEDICAL COLLEGE OF SOUTH CAROLINA 


ELECTROCARDIOGRAM 
OF THE MONTH 


First Degree A-V Block 


DALE Groom, M.D. 
Department of Medicine 


Case Record—Shown here are excerpts from two elec 
trocardiograms taken a few days apart on a patient 
with acute rheumatic fever. She was a young mother 
who had had at least three recurrences of rheumatic 
fever since her original attack in early childhood. 
When seen on this admission at the age of twenty-one 
she was again acutely ill with a migratory type of 
polyarthritis and fever. Examination revealed auscul- 
tatory and roentgenographic evidence of mitral in 
sufficiency. Her erythrocyte sedimentation rate was 
markedly elevated. 

Following the tracing on the left she was given 
cortisone in decreasing dosage beginning with 300 mg. 
the first day. Four days later when the tracing on the 
right was recorded she was afebrile and all joint symp- 
toms had disappeared. 


ducted from the atria to the ventricles in first degree 
block but their passage through the node is unduly de 
layed. P-R intervals in excess of 0.20 sec. are generally 
considered abnormal (although slightly longer in 
tervals may occur normally at times with very slow 
heart rates). Delays of as much as 0.6 sec. or more have 
been reported in first degree block but commonly the 
P-R interval, measured from the onset of the P wave 
to the beginning of its associated QRS complex, in 
creases to only about .2 to .3 sec. Careful notation of 
this interval should be part of the systematic review of 
every electrocardiogram. 

Anatomically the heart is made up of two main 
muscle masses, the atrial and the ventricular myocard 
ium, both of which attach to a fibrous skelton—the 
annuli fibrosi—at the coronary sulcus. Except for a 
small band of specialized conduction tissue bridging 
this attachment the two muscle masses are electrically 
isolated from each other, each capable of independent 
activity. Obviously for mechanical reasons it is de 
sirable that the atria contract before the ventricles, 
and doubtless there is an optimum time interval be- 
tween the two contractions to allow optimum ventri- 
cular filling. It would seem that the normal delay of 
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Electrocardiogram—Lead II illustrates the pertinent 
electrocardiographic abnormality in this case, namely, 
prolongation of the P-R interval. In the tracing of 
February 9th it measures 0.26 sec., while on the 13th 
it has shortened to 0.18 sec. A difference in the Q-T 
intervals is also evident but this is attributable to the 
difference in heart rates from 93 down to 60 per min- 
ute. The apparent decrease in voltage of the QRS 
complexes in this lead could be seen on the complete 
electrocardiograms to reflect only a slight change in 
electrical axis, of no real significance. 

Discussion—The most common type of atrioventricular 
block is simply an abnormally long delay in conduction 
of impulses through the A-V node. This is called “first 
degree block” to distinguish it from the partial (second 
degree)! and the complete (third degree)? types which 
have already been discussed. All impulses are con- 








the excitation wave at the A-V node might serve this 
purpose. Nevertheless reasonably good mechanical 
function of the heart is maintained without this time 
delay and without even an effective atrial contraction, 
as evidenced in cases of atrial fibrillation. Displace- 
ment of the cardiac pacemaker from the sino-atrial 
node to the A-V node may completely reverse the 
normal sequence of atrial and ventricular contractions 
without any great impairment of cardiac reserve. How- 
ever when the bridge of conduction tissue is interrupted 
altogether as it is in complete heart block there is no 
synchronization; mechanical function of the heart is 
seriously impaired—not because of loss of synchroniza- 
tion but because of the very slow rate characteristic of 
a ventricular pacemaker and the loss of physiological 
controls which regulate cardiac action. Abnormal de- 
lay of A-V conduction generally produces no alteration 


286 THE JoURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 








of circulatory dynamics which is clinically demon- 
strable. 

Unlike the second and third degree types which us 
ually are accompanied by organic heart disease, first 
degree block often is due to functional disturbance of 
the A-V node. Digitalis is probably the most comomnly 
observed cause. Increased vagal tone or carotid sinus 
stimulation can also give rise to transient prolongation 
of the P-R interval (which may revert to normal 
following administration of atropine). Quinidine oc- 
casionally delays A-V conduction though it is a far less 
common cause than digitalis. The same type of block 
which is seen with tachycardias such as atrial flutter or 
paroxysmal atrial tachycardia has been explained as 
due to a “fatigue” mechanism in which the node be- 
comes more refractory under repeated rapid stimulation 
from above. Prolongation of the P-R interval is the 
most consistent electrocardiographic sign of acute rheu- 
matic fever and does, in fact, occur as a_ transient 
phenomenon in many types of acute infectious disease 
where its regression provides a helpful indication of 
subsidence of the infection. 

A first degree heart block which persists is often 
associated with advanced coronary heart disease, pre- 
sumably due to ischemic damage to the node or junc- 
tional conduction tissues. Congenital heart blocks are 
usually of higher degree. 

The rapid clinical improvement that follows ad- 
ministration of cortisone to patients with acute rheu- 
matic fever was one of the earliest observations in the 
use of this hormone. Whether steroid therapy during 
the acute stage of the disease actually retards rheu- 
matic damage to the heart, or merely holds it in 
abeyance, remains to be proven. 

REFERENCES: 
1. Groom, Dale: Wenckebach Block, J. South Carolina 

M. A., 53:49 Feb., 1957. 

2. Groom, Dale: Complete A-V Block, J. South Caro- 

lina M. A., 53:216 June, 1957. 


HYDATIDIFORM MOLE 
A Case Report 
W. R. GRIFFIN, M.D. and L. L. HESTER, JR., M.D. 
Department of Obstetrics and Gynecology 

A 30 year old colored female gravida 10, para 8, 
abortus 1, whose last menstrual period was January 
17, 1957 and expected date cf confinement October 24, 
1957 was admitted to Roper Hospital on April 26, 1957 
with the chief complaint of vaginal bleeding. The 
present illness began one month prior to admission 
with intermittent vaginal spotting of bright red blood. 
Iwo hours prior to admission she noted a gush of 
bright red blood estimated to be 150 to 200 ml. Bleed- 
ing continued moderately until admission. A history of 
the passage of tissue by vagina was not obtained. 

Her past obstetrical history was negative. Physical 
examination on admission revealed a blood pressure of 
120/90, there was some enlargement of her breasts with 
glands of Montgomery present suggesting pregnancy, 
and abdominal examination showed uterine enlarge- 
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ment to approximately 22 weeks gestation. On pelvic 
examination the cervix was soft, blue and clean; the 
external cervical os was closed but with a slight amount 
of bright red bleeding coming from it. The size of the 
uterus to 22 weeks gestation was confirmed and the 
adnexa were negative. The impression on admission 
was that of a threatened abortion. The hemoglobin 
was 10 gm, and a white blood count was 9,650 with a 
normal differential. A catheterized specimen was es- 
sentially negative except for 10-12 pus cells per high 
power field. A flat plate of the abdomen was nega- 
tive and a Friedman test was inconclusive since the 
rabbit died after the first injection. This patient was 
placed on penicillin, 300,000 units every 4 hours and 
streptomycin 500 mg. twice daily alternating with 
500 mg. dihydrostreptomycin, since there was a low- 
grade fever. She was observed until May 3, 1957 at 
which time she passed spontaneously a mass of tissue 
roughly 6 x 10 cm. in diameter. Associated with this 
was a temperature spike to 104 degrees F. which 24 
hours later returned to normal. The report on the 
tissue was: “Bulky portions of grape-like structure 
showing chorionic villi with edematous necrotic stromal 
centers with cyst production and associated tropho- 
blastic proliferation.” 

A therapeutic dilatation and curettage was done on 
May 6, 1957 and revealed a large amount of foul, ne- 
crotic decidual tissue, but no gross recognizable evi- 
dence of hydatidiform mole. The patient's post-opera- 
tive course was uneventful and she was discharged on 
May 8, 1957, afebrile, asymptomatic and with no 
vaginal bleeding. 

Discussion: Hydatidiform mole appears grossly as a 
mass of grape-like vesicles attached by stems of con- 
nected tissue. The vesicles vary much in size depending 
upon the degree of the edema and the presence or 
absence of degenerative changes. Microscopic character- 
istics of a mole are hydropic degeneration of the villous 
stroma, a result of the avascularity of the bleb. This 
feature is in marked contrast to the numerous capil- 
laries present in the young villi of a normal placenta. 
There may be also active trophoblastic proliferation. 

This case exhibits the usual history of a benign 
hydatidiform mole in that there was vaginal bleeding 
for one month prior to her hospital admission. The 
uterus was also enlarged beyond the period of gesta- 
tion and a fiat plate of the abdomen did not reveal a 
fetal skeleton. Toxemia of pregnancy occurring early 
is very suggestive of a hydatidiform mole. The signs of 
hyperemesis gravidarum may occur with a mole, but 
the diagnostic significance of this is not known. 

The treatment of a mole consists in its surgical re- 
moval. Individual considerations are given in that a 
hydatidiform mole in a very elderly patient may be 
treated best by total abdominal hysterectomy. Hyster- 
otomy is indicated if there is marked uterine enlarge- 
ment and an unfavorable cervix. In the vast majority of 
cases vaginal delivery is preferred, followed by uterine 
curettage immediately or after the infection is con- 
trolled, but always before the patient is discharged. 
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At uterine curettage an effort is made to obtain super- 
ficial and deep uterine scrapings which are placed in 
separately labeled specimen bottles. This may be of 
some help in determining whether or not the mole 
is malignant. 

The important point in treatment of a hydatidiform 
mole is the follow-up examination. A Friedman preg 
nancy test should be made every two weeks until nega- 
tive, then every two months until tests have been nega- 
tive for one year. Chorionic gonadotrophin assay, if 
available, is helpful in the follow-up examination of 
a hydatidiform mole particularly as related to treat- 
ment since it gives an idea of the status of trophoblastic 


growth. ! 

The importance of not becoming pregnant during 
this follow-up period should be stressed to the patient. 
If the pregnancy test becomes positive after being 
negative, or if irregular vaginal bleeding occurs, then 
another dilatation and curettage is mandatory. If fol- 
lowing this a positive pregnancy test persists, then 
hysterectomy is indicated. 

Summary: A case of hydatidiform mole is presented 
The importance of the routine follow-up examination 
is stressed. 

Reference 


1. Delfs, E. : Obst. & Gynec. 9:1, 1957. 








PRESIDENT’S PAGE 


The total number of doctors in the United States is over 215,000. This figure 
includes 151,000 engaged in private practice; 6,700 engaged in research and 
teaching; 28,000 interns, residents and physicians engaged in hospital administra- 
tion; 8,000 physicians retired or not in practice and 20,000 in government service. 


There is one practicing physician for each 844 people. Each year over 6,000 
additions to the medical profession as compared to 3,000 deaths shows a physician- 
population increase of 3,000. 


In Dr. O. B. Mayer's analysis of physicians in 1956, he showed the physician- 
patient ratio in the Piedmont area of South Carolina to be 1:1400, in the Pee Dee 
section 1:1265, and the Coastal area 1:1196. It is obvious that this deficiency in 
our state must be met by graduating more doctors. Our medical school wisely 
foresaw this need and is now graduating 80 doctors per year. Better care of our 
patients can also be had by more efficient organization of the individual practice 
and this will be discussed next month. 


Since we are so far behind in our percentage of doctors, it behooves us to 
encourage especially our own local young men to enter medicine and to give 
our personal support to our medical and pre-medical colleges. 


D. L. Smith, M.D., Pres. 
South Carolina Medical Association 
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Editorials 











THE ASIAN INFLUENZA 

Influenza, called by a variety of national 
names over the centuries, has taken its latest 
descriptive title from the country in which it 
has appeared recently, and seems to be on the 
way to reaching us. Perhaps it destined to 
achieve pandemic proportions. By good for- 
tune the current variety appears to be less 
formidable than that disease which some of us 
remember unhappily as the scourge of 1918 
and thereabouts. 

Public health officials urge us to be on the 
lookout for the vanguard of cases, and promise 
us later help from vaccines. The symptoms as 
described abroad are somewhat indefinite, and 
it may be hard to distinguish our usual spor- 
adic cases from the first real Asian invasion, 
but we should be alert to the coming of the 
enemy. 

If this epidemic materializes and even if the 
severity of the infection increases, we can feel 
some security in the promising and promised 
vaccine, and in the virtues of the antimicrobial 
drugs for complications. For, the uncompli- 
cated infections the latter have no value, and 
indiscriminate use would probably do great 
harm in producing resistant secondary in- 
vaders. 

If the epidemic comes, we would do well to 
withhold our powerful drugs until they are 
really needed, and we would do well to call 
the disease “influenza’’, not “the flu’, nor “the 
virus”. The public is a bit scornful and skepti- 
cal of both of these overworked terms. 


DR. CLARK OF LOUISIANA 

Out of the recent news of the catastrophic 
storm that struck Cameron, Louisiana, comes 
the heroic story of Dr. Cecil Clark. Dr. Clark 
administered continuously for over twenty- 
four hours to the sick and injured in a make- 
shift hospital, not knowing the fate of his 
family, although he had good reason to be- 
lieve that they might have perished in the tidal 
wave that struck the town. Later, he was to 
learn that three of his children had been lost 
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and his wife had miracuously survived after 
having been swept twenty miles away by flood 
waters. 

Rarely does a doctor have to undergo the 
double ordeal of rendering emergency treat- 
ment under hazardous conditions over a pro- 
longed period of time and at the same time 
know his family is in dire peril almost within 
his reach. To us, Dr. Clark exemplified the 
highest degree of medical integrity that we 
know anything about. The noble qualities of 
duty, devotion, and sacrifice of a long-time 
medical practice were telescoped into the 
space of two days. 

We think that Louisiana has an excellent 
candidate in Dr. Clark for the American Medi- 
cal Association award to the “General Prac- 
titioner of the Year.” 

The people of Louisiana, and the medical 
profession of this country, can justly be proud 
of Dr. Clark’s performance. Long may the 
likes of him exist in the medical profession. 

H. S. Gilmore, M.D. 


DECHERD GUESS 

Somewhat over ten years ago, following in- 
tensive study by the Committee on Medical 
Service of this Association, Dr. Dechard Guess, 
Chairman, the concept of Blue Cross Insurance 
was accepted and a bill was introduced in the 
South Carolina legislature to enable the es- 
tablishment of a non-profit insurance organiza- 
tion. In 1948 the bill was passed and arrange: 
ments were proceeding toward a final form. In 
the following year details were arranged, and 
a plan was set up, and in April 1950 the first 
member was enrolled. At this same time the 
Blue Shield organization was added to the 
plan. 

During all this time the man behind the 
scheme, the man at the helm, and the man in 
advance, has been Dr. Decherd Guess of 
Greenville. He has been the spirit and force 
in the whole development. In the process of 
fighting for what he has conceived as a most 
valuable contribution to medicine in our state, 
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he has not unnaturally come against opposi- 
tion from various quarters, and in adhering 
to his convictions, has no doubt antagonized 
many people who did not see eye to eye with 
him. Throughout this whole time Dr. Guess 
has rendered the most unselfish service at no 
small cost to himself. He has held up the prin- 
ciples of plans with constant fairness and clar- 
ity. Decisions which may have caused com- 
plaint among some of the subscribing physi- 
cians have always been made with the general 
benefit of the patient and the profession in 
mind, and never have been based on any per- 
sonal prejudice. Those people who have been 
associated with him on the several boards and 
in the details of operation have the highest 
opinion of his dedicated service and his ener- 
getic perseverance toward accomplishing what 
we have today. 

At the end of these ten years and more of 
wise and energetic handling of a situation 
which has not always appeared happy or satis- 
factory, Decherd Guess is now stepping down 
from the position of Medical Director. His 
successor must be an able man to fill his shoes. 
The Association and those outside of the As- 
sociation owe a great debt to him for what he 
has done to bring these non-profit insurance 
plans to their present state. Through the years 
many changes have become necesary, and no 
doubt changes will be required periodically 
to keep things abreast of the times. It is doubt- 
ful that anyone could have done a better job 
over the past years than has the retiring di- 
rector, and it is hoped that his wise presence 
will be available in the background for those 
who are to carry on his work. 


FIFTY YEARS OF SERVICE 

It happens that several of our members have 
arrived at that point on the long road of serv- 
ice to their profession and to their patients 
where fifty years lies behind them and years 
of useful activity before them. These are truly 
veterans of the hard fight, of times when they 
had to adjust themselves to a new kind of 
medicine, and to physical difficulties which 
now have passed largely from the scene. Theirs 
are lives devoted to their work, and full of 
achievement. In their several communities 
they have been honored heartily and fully. 


There is Dr. J. L. Valley of Pickens, who 
came from Michigan to live with us, beginning 
practice May I, 1907. Dr. C. P. Vincent of 
Laurens, a graduate of the University of Mary- 
land has reached the fifty-year mark in prac- 
tice. Dr. E. H. Moore of Newberry, a native 
of Spartanburg county started his work in 
1907, and went through the hardships of a 
rural area where bridges and roads were scarce 
and bad. Dr. J. I. Bedenbaugh of Prosperity 
is another of the semi centennial practitioners. 
Dr. James W. Davis, a native and resident of 
Clinton, has exceeded the others in the dura- 
tion of his 61 years of practice. 

Long may they all live and prosper in the 
sunshine of their careers. 

THE LOSING FIGHT FOR LIBERTY 

On page 25 of the J.4.M.A. for May 18, 1957 
appears an article with the fascinating title, 
“Report to the Chamber of Commerce of the 
United States and the National Association of 
Manufacturers” by William L. McGrath. The 
writer will wager that if you did not know 
who Mr. McGrath was and knew nothing 
about the ILO, this was exactly as far as you 
got in reading the article, which is a pity since 
it is probably the most important article in 
this issue of the J].A.M.A. both as regards medi- 
cine and freedom. This article is to try to 
furnish background for those who are not 
familiar with the situation in the Internation- 
al Labor Organization. 

The International Labor Organization, 
commonly called the ILO, is an old, compara- 
tively unknown, and utterly frustrating battle- 
ground for those who fight for personal free- 
dom. The ILO was founded in 1919 under the 
authority of the Versailles Treaty and the 
League of Nations. It was set up by charter as 
a tri-partite body. Its members were to be 
nations, and each nation was to have 4 repre- 
sentatives, 2 representing government, | rep- 
resenting management, and | representing 
labor. The government representatives were 
obviously nominated by the government in 
power, the management representative was to 
be nominated by free industry, and the labor 
representative was to be nominated by free 
labor organizations. The purpose of the ILO 
as originally stated was to work for improved 
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working conditions for laboring men through- 
out the world, and in particular for merchant 
seamen. Since the death of the League of Na- 
tions, the ILO has become associated with the 
United Nations in a rather peculiar way which 
leaves it an independent body with head- 
quarters in Geneva where it has a permanent, 
full time professional staff. It has greatly ex- 
panded its activities so that they are now 
world-wide, and no longer devotes itself ex- 
clusively to working conditions but to govern- 
mental activities of all sorts leading in general 
to socialization of industry in all nations and 
to uniformity of conditions in general 
throughout the world. It does this by means of 
“recommendations” and “conventions”, the 
latter of which are submitted to the member 
nations for ratification as treaties; and in the 
case of the United States, if ratified, have the 
force of treaties and therefore override our 
own Constitution should there be conflicts. 

The scope of subjects now covered defies the 
imagination. The writer would simply cite 
two instances dealing with medicine. Three 
or four years ago one committee debated all 
day on the subject of milk for nursing babies. 
It was first decided that each company should 
allow a nursing mother to nurse her baby one 
hour a day, on company time, of course. The 
debate that took all day was whether she 
should have two one-half hour periods or one 
hour period to nurse her baby. It was also 
determined that mothers should be given a 
subsidy for their nursing babies, and since it 
would be unfair to penalize a mother for hav- 
ing her own milk, all mothers would receive 
the subsidy whether their baby was on the 
bottle or one the breast. 

Another item which will only be mentioned 
had to do with “minimum standards of medi- 
cal care”. This expressed the opinion that 
each member nation should provide the neces- 
sities of life for all of its inhabitants under 
“every biological contingency”. The writer 
would merely like to call attention to the fact 
that the word used was inhabitants and not 
citizens, and that the phrase “every biological 
contingency” is quite a broad one. If our Sen- 
ate should ratify this proposed convention, we 
would have socialized medicine right then. 

The reader will understand that the two 
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instances cited are in no way a typical or un- 
usual, but are characteristic of the proposals 
advanced by the ILO. A great deal of the 
debating time is devoted to vilifying the pri- 
vate system of free enterprise, and government 
and management representatives from other 
countries state openly that they are working 
for socialism and do not understand free 
enterprise. 

Because of this position, the United States 
management delegate, Mr. McGraft, for sev- 
eral years had advocated that we should with- 
draw from the ILO if things did not change 
for the better. In December 1955 he plainly 
recommended that we should withdraw. The 
immediate cause for this was that Russia, 
which had formerly been a member of the 
ILO had resigned through failure to pay its 
dues, returned to membership in 1954 bring- 
ing with it 3 satellite countries. Because the 
USSR is considered to be 3 countries, with 3 
sets of delegates, these 6 sets of delegates ob- 
viously outvoted the United States hands 
down. The United States employer and em- 
ployee delegations took the position that it was 
perfectly proper to seat the Russian govern- 
ment delegates, but that the Russian employer 
and employee delegates were not representa- 
tive of free industry and free labor and there- 
fore were not entitled to be seated. This matter 
was referred to a committee and was debated 
for a year and a half. Mr. McGrath’s report in 
the JAMA discloses that at the end of a year 
and a half the committee refused to take ac- 
tion on the proposition and recommended 
further investigation of an issue that is crystal 
clear. He also mentions that while the United 
States employer delegate voted in principle 
for the disqualification of the Russian em- 
ployer and employee delegates, the United 
States labor delegate voted to seat them and 
the United States government both spoke and 
voted to seat them. 

Mr. McGrath’s report is technically a report 
to the National Association of Manufacturers 
and the United States Chamber of Commerce 
because they choose the employer delegate. He 
recommends that we get out. He recommend. 
ed this last year and both of the above organ- 
izations wrote most remarkable resolutions 
stating that the ILO was no good and other 
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things but that we should try for one more 
year. According to Dan Smoot, this was be- 
cause the United States government put the 
pressure on them that they should not get 
out because if they did they would embarrass 
the government in its foreign relations. 

This is a fascinating subject and if you are 
sufficiently interested you can get much more 
information by writing to Mr. William L. 
McGrath who is the President of the William- 
son Heating Company, 3500 Madison Road, 
Cincinnati, Ohio. 

Thomas Parker, M.D. 


DRUGS ARE NOT ENOUGH 

During the past two years an important 
scientific achievement has been made in the 
fight against mental illness—the successful use 
of drugs in the treatment of the mentally ill. 
These drugs have been hailed as a valuable 
adjunct in the treatment of mental disorders. 
With them patients who were not amenable 
to psychotherapy because they were “out of 
touch with reality’’ can now be reached by 
psychiatrists. Once disturbed wards are now 
quiet. Little restraint is now needed. Reports 
have come is which tell of the recovery of pa- 
tients with whom all other treatment methods 
had failed. 

But a note of caution is issued with these 
reports. They point out that these drugs are 
not effective with all mental illnesses, that 
they don’t work on all patients, and that they 
do only part of the job. To be effective, they 
must be accompanied by psychotherapy. 

So these drugs are not a “cure-all” or an 
“end-all” to mental illness, even though they 
do present a hopeful picture for the treatment 
of the mentally ill. 

More research is needed to fully explore 
the use and limitations of these drugs—because 
some side effects have been reported in their 
use. More research is needed to develop new 
treatment methods. More personnel is needed 
(in the thousands) to administer techniques 
we already know. But more than that, thous- 
ands of additional psychiatrists are needed 
to treat patients and to carry on research. 

The need for these measures is urgent and 
it can only be met through public interest and 
action. In an effort to meet this need, during 


the month of May, 500 state and local affiliates 
of the National Association for Mental Health 
conducted a campaign for members and funds. 

The mentally ill can come back. But to do 
so they need our help—desperately. Let’s help 
them by joining and supporting the organiza- 
tions working in their behalf. 


Medical Advisory Board to the Crippled Chil. 
dren’s Society of S. C. 
3 year terms 


Dr. J. T. Green, Chairman Columbia 
Dr. J. I. Waring, Co-chairman — Charleston 
Dr. J. A. Siegling Charleston 
Dr. W. Weston, Jr. Columbia 
Dr. Charles Hanna Spartanburg 
2 year terms 
Dr. Julian Price Florence 
Dr. F. E. Kredel Charleston 
Dr. G. D. Johnson Spartanburg 
Dr. Guy Castles Columbia 
Dr. H. Mims Charleston 
1 year terms 
Dr. Sam Lowe Rock Hill 
Dr. J. Bell Greenwood 
Dr. W. O. Whetsell Orangeburg 
Dr. T. M. Goldsmith Greenville 
Dr. T. R. Gaines Anderson 
Dr. D. L. Smith, ex-officio Spartanburg 


REPORT ON ACTIONS OF 
THE HOUSE OF DELEGATES 
AMERICAN MEDICAL ASSOCIATION 
106th ANNUAL MEETING 
JUNE 3-7, 1957 
NEW YORK CITY 


New York, June 7—Revision of the Principles of 
Medical Ethics, relations with the United Mine 
Workers of America Welfare and Retirement Fund, 
the federal government’s Medicare program, new 
standards for medical schools, a new statement on 
occupational health programs and the issue of Social 
Security benefits for physicians were among the wide 
variety of subjects acted upon by the House of Dele- 
gates at the American Medical Association’s 106th 
Annual Meeting held June 3-7 in New York City. 

Dr. Gunnar Gundersen of La Crosse, Wis., member 
of the A.M.A. Board of Trustees since 1948 and chair- 
man for the past two years, was unanimously chosen 
president-elect for the year ahead. Dr. Gundersen, 
who also was first chairman of the Joint Commission 
on Accreditation of Hospitals from 1951 to 1953, will 
succeed Dr. David B. Allman of Atlantic City. 

The House of Delegates voted the 1957 Dis- 
tinguished Service Award of the American Medical 
Association to Dr. Tom Douglas Spies, head of the 
department of nutrition and metabolism at North- 
western University Medical School, Chicago, and 


292 Tue JouRNAL OF THE SouTH CAROLINA MEDICAL ASSOCIATION 








director of the nutrition clinic at Hillman Hospital, 
Birmingham, Ala., for his outstanding contributions to 
the science of human nutrition. For only the third 
time in A.M.A. history, the House also voted a special 
citation to a layman for outstanding service in ad- 
vancing the ideals of medicine and contributing to the 
public welfare. Recipient of this award was Henry 
Viscardi, Jr. of West Hempstead, N. Y., founder and 
president of Abilities, Inc., which employs only 
severely disabled persons. 
New Principles of Medical Ethics 

The House approved the long-discussed revision of 
the Principles of Medical Ethics, originally submitted 
at the 1956 annual meefing in Chicago. The final ver- 
sion, presented by the Council on Constitution and 
Bylaws and then amended by reference committee and 
House discussions in New York, now reads as follows: 

“PREAMBLE 

“These principles are intended to aid physicians 
individually and collectively in maintaining a high 
level of ethical conduct. They are not laws but stand- 
ards by which a physician may determine the pro- 
priety of his conduct in his relationship with patients, 
with colleagues, with members of allied professions, 
and with the public. 

“Section 1—The principal objective of the medical 
profession is to render service to humanity with full 
respect for the dignity of man. Physicians should merit 
the confidence of patients entrusted to their care, 
rendering to each a full measure of service and de 
votion. 

“Section 2.—Physicians should strive continually to 
improve medical knowledge and skill, and should 
make available to their patients and colleagues the 
benefits of their professional attainments. 

“Section 3.—A physician should practice a method 
of healing founded on a scientific basis; and he should 
not voluntarily associate professionally with anyone 
who violates this principle. 

“Section 4.—The medical profession should safe- 
guard the public and itself against physicians deficient 
in moral character or professional competence. Physi- 
cians should observe all laws, uphold the dignity and 
honor of the profession and accept its self-imposed 
disciplines. They should expose, without hesitation, 
illegal or unethical conduct of fellow members of the 
profession. 

“Section 5.—A physician may choose whom he will 
serve. In an emergency, however, he should render 
service to the best of his ability. Having undertaken 
the care of a patient, he may not neglect him; and 
unless he has been discharged he may discontinue his 
services only after giving adequate notice. He should 
not solicit patients. 

“Section 6.—A physician should not dispose of his 
services under terms or conditions which tend to inter- 
fere with or impair the free and complete exercise of 
his medical judgment and skill or tend to cause a de- 
terioration of the quality of medical care. 

“Section 7.—In the practice of medicine a physician 
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should limit the source of his professional income to 
medical services actually rendered by him, or under 
his supervision, to his patients. His fee should be com- 
menurate with the services rendered and the patient’s 
ability to pay. He should neither pay nor receive a 
commission for referral of patients. Drugs, remedies or 
appliances may be dispensed or supplied by the phy- 
ician provided it is in the best interests of the patient. 

“Section 8.—A physician should seek consultation 
upon request; in doubtful or difficult cases; or when- 
ever it appears that the quality of medical service may 
be enhanced thereby. 

“Section 9.—A physician may not reveal the con- 
fidences entrusted to him in the course of medical at- 
tendance, or the deficiencies he may observe in the 
character of patients, unless he is required to do so 
by law or unless it becomes necesary in order to pro- 
tect the welfare of the individual or of the com- 
munity. 

“Section 10.—The honored ideal of the medical pro- 
fession imply that the responsibilities of the physician 
extend not only to the individual, but also to society 
where these responsibilities deserve his interest and 
participation in activities which have the purpose of 
improving both the health and the well-being of the 
individual and the community.” 

In approving the new Principles of Medical Ethics, 
the House of Delegates also reaffirmed the “Guides 
for Conduct for Physicians in Relationships with In- 
stitutions,” adopted in 1951, and requested the Board 
of Trustees to devise and initiate a campaign to 
educate both physicians and the general public to the 
dangers inherent in the illegal corporate practice of 
medicine in its various forms. 

Guides for Relations with UMWA Fund 

In a key action on the basic issue of third-party 
intervention, as it affects the patient’s free choice of 
physician and the physician’s method of remuneration, 
the House adopted the “Suggested Guides to Relation- 
ships Between State and County Medical Societies and 
the United Mine Workers of America Welfare and 
Retirement Fund,” which were submitted by the 
A.M.A. Committee on Medical Care for Industrial 
Workers. In approving the guides, the House also 
recommended that the Board of Trustees study the 
feasibility and possibility of setting up similar guides 
for relations with other third-party groups such as 
management and labor union plans. 

The statement, which outlines both medical society 
and UMWA responsibilities, contains these “General 
Guides”: 

“1. All persons, including the beneficiaries of a 
third-party medical program such as the UMWA 
Funds, should have available to them good medical 
care and should be free to select their own physicians 
from among those willing and able to render such 
service. 

“2. Free choice of physician and hospital by the 
patient should be preserved: 

“a. Every physician duly licensed by the state 
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to practice medicine and surgery should be 
assumed at the outset to be competent in 
the field in which he claims to be, unless 
considered otherwise by his peers. 

“b. A physician should accept only such terms 
or conditions for dispensing his services as 
will insure his free and complete exercise 
of independent medical judgment and skill, 
insure the quality of medical care, and 
avoid the exploitation of his services for 
financial profit. 

“c. The medical profession does not concede to 
a third party such as the UMWA Welfare 
and Retirement Fund in a medical care 
program the prerogative of passing judg- 
ment in the treatment rendered by physi- 
cians, including the necessity of hospital- 
ization, length of stay, and the like. 

“3. A fee-for-service method of payment for physi- 
cians should be maintained except under unusual cir- 
cumstances. These unusual circumstances shall be de- 
termined to exist only after a conference of the liaison 
committee and representatives of the Fund. 

“4, The qualifications of physicians to be on the 
hospital staff and membership on the hospital staffs is 
to be determined solely by local hospital staffs and by 
local governing boards of hospitals.” 

The Medicare Program 

The House considered three resolutions dealing 
with the federal government’s Medicare program for 
the dependents of servicemen. The delegates adopted 
one resolution condemning any payments under the 
Medicare program “to or on behalf of any resident, 
fellow, intern or other house officer in similar status 
who is participating in a training program.” Govern- 
ment sanction of such payments, the House declared, 
would give impetus to the improper corporate practice 
of medicine by hospitals or other nonmedical bodies. 
Such proposals, the House added, would violate tradi- 
tional patterns of American medical practices, seriously 
aggravate problems of hospital-physician relationships. 
encourage charges by hospitals for residents’ services 
to patients not under the Medicare program, and 
create a variety of additional problems in such ayeas 
as medical licensure and health insurance. 

In another action on Medicare, the House recom- 
mended that the decision on type of contact and 
whether or not a fee schedule is included in future 
contract negotiations should be left to individual state 
determination. In this connection, however, the House 
restated the A.M.A. contention that: the Dependent 
Medical Care Act as enacted by Congress does not 
require fixed fee schedules; the establishment of such 
schedules would be more expensive than permitting 
physicians to charge their normal fees, and fixed fee 
schedules would ultimately disrupt the economics of 
medical practice. 

The House also suggested that the A.M.A. attempt 
to have existing Medicare regulations amended to in- 
corporate the Association’s policy that the practice of 


anesthesiology, pathology, radiology and _ physical 

medicine constitute the practice of medicine, and that 

fees for services by physicians in these specialties 

should be paid to the physician rendering the services. 
New Statement on Medical Schools 

To replace the “Essentials of an Acceptable Medica! 
School,” initially approved by the House of Delegates 
in 1910 and most recently revised in 1951, the House 
adopted a new statement entitled “Functions and 
Structure of a Modern Medical School.” Presentation 
of the document followed a year of careful study by 
the Council on Medical Education and Hospitals in 
collaboration with the Association of American Medi- 
cal Colleges. 

Occupational Health Programs 

The House also approved a new statement on the 
“Scope, Objectives and Functions of Occupational 
Health Programs,” submitted through the Board of 
Trustees by the Council on Industrial Health. The 
Board report to the House said: “The statement de- 
scribes and defines orthodox in-plant medical programs 
as understood in this country today and distinguishes 
clearly between such programs and the various plans 
for comprehensive medical care of the sick. It should 
help to resolve misunderstandings concerning the 
specialty of occupational medicine.” 

Social Security for Doctors 

Two resolutions favoring compulsory inclusion of 
physicians in the federal Social Security system and 
another one calling for a nationwide referendum of 
A.M.A. members on the issue were rejected by the 
House. The delegates reaffirmed their opposition to 
compulsory coverage of physicians under the Old Age 
and Survivors Insurance provisions of the Social 
Security Act. They also recommended a strongly step- 
ped-up informational program of education which will 
reach every member of the Association, explaining the 
reasons underlying the position of the House of Dele- 
gates on this issue. The House at the same time re- 
affirmed its support of the Jenkins-Keogh Bills. 

Miscellaneous Actions 

In considering 66 resolutions and many additional 
reports from the Board of Trustees, councils and com- 
mittees, the House also: 

Urged a more careful screening of television and 
radio patent medicine advertisements; 

Directed the Board of Trustees to investigate the 
indiscriminate use of stimulants such as amphetamine, 
particularly in relation to athletic programs; 

Commended the Law Department for its special 
report on professional liability and urged state and 
county medical societies to establish claims prevention 
programs and to show the new film, “The Doctor De- 
fendant”; 

Opposed the establishment of any further veterans’ 
facilities for the care of non-service-connected illnesses 
of veterans; 

Condemned the compulsory assessment of medical 
men and staff members by hospitals in fund-raising 
campaigns; 
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Commended the television program, Dr. Hudson's 
Secret Journal, its producers and its star, Mr. John 
Howard, for an outstanding contribution to the public 
interest and welfare. 

Opening Session 

At the Monday opening session Dr. Dwight Murray, 
retiring A.M.A. president, stressed the triple theme of 
the personal touch in medicine, the necessity for free- 
dom in medical practice and the need for professicnal 
unity. Dr. Allman, then president-elect, warned against 
the dangers of third-part contractual agreements in- 
volving fixed fee schedules. The Goldberger Award in 
nutrition research was presented to Dr. Paul Gyorgy 
of Philadelphia. An A.M.A. citation was awarded to 
Parke-Davis & Company for its continuing series 
of institutional advertisements telling the story of 
medicine and medical progress. Dr. H. G. Weiskotten, 
who retired after many years as chairman of the Coun- 
cil on Medical Education and Hospitals, received two 
bound volumes of letters of appreciation and also an 
ovation from the House of Delegates. 

Inaugural Ceremony 

Dr. Allman, in his Tuesday night inaugural address, 
declared that the physician is constantly striving for 
a balance between personal, human values, scientific 
realities and the inevitabilities of God’s will. The in- 
augural ceremony, which was telecast over Station 
WABD-TV in New York, included presentation of the 
Distinguished Service Award to Dr. Spies and the 
special layman’s citation to Mr. Viscardi. Also taking 
part in the program was the United States Army 
Chorus of Washington, D. C. 

At the Wednesday session of the House the Illinois 
State Medical Society made a record state society con- 
tribution to the American Medical Education Founda- 
tion by turning over $170,450 to Dr. Louis H. Bauer 
of New York, foundation president. 


MEDICAL CIVIL DEFENSE REPORT 
by SAMUEL H. FISHER, M.D. 
Member of Council, Greenville, South 
Carolina Civil Defense Committee 

The fifth annual National Medical Civil Defense 
Conference sponsored by the Council on National De- 
fense of the American Medical Association was held 
in New York City on June 1, 1957 in conjunction with 
the June meeting of the American Medical Association. 

Chairman Harold S. Diehl of the Council on Na- 
tional Defense spoke urging medical groups to take 
leadership in planning programs for Civil Defense, 
especially at the state and local levels. Congressman 
Chet Holifield of California spoke about the work his 
congressional sub-committees have been doing partic- 
ularly in evaluating the effectiveness of the Federal 
Civil Defense Administration. He stated that before 
the days of the hydrogen bomb, Civil Defense meant 
protecting selected groups of the population, but in 
the new era Civil Defense means protection for the en- 
tire population and Civil Defense has a hard job in 
keeping up with atomic technology. It is his opinion 
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that the preservation of the safety of our people is a 
constitutional responsibility of the Federal Government 
and under this responsibility the F. C. D. A. has an 
important task. 

Mr. Jack C. Greene, Director of the Radiologic De- 
fense Division of the Health Office of F. C. D. A. 
spoke on radiation hazards and the changing concept of 
F. C. D. A. responsibilities. He presented the findings 
worked out under a hypothetical multiple atom and 
hydrogen bomb attack on the United States, stating 
that while the attack was hypothetical it could be 
considered a minimum attack. He stated that he 
thought movement of people during the period of 
fall-out deposition should not be done because of the 
difficulty of knowing where to move them, Under a 
multiple attack it was his feeling that some places in 
the country will not be habitable for months, or 
years depending on factors of decay, weathering, and 
decontamination of radioactive fall-out. In considering 
the food situation, he felt planning must include ag- 
ricultural divisions because the agricultural situation 
would certainly be affected by a multiple bomb attack. 
The factors affecting agriculture and food supply, 
would be health of the farmer, of his stock, and sus- 
ceptibility of plant life. Animals are usually not well 
protected and plants, while not primarily affected, serve 
to carry radiation to animals and to man. It was his 
feeling that each organization of Civil Defense must 
have radiation sections and that each of these must 
be inter-related. 

Considering radiation measurement, Mr. Greene felt 
that radiation measurement of fall-out should be 
thought to be about as inaccurate as trying to measure 
the amount of snowfall by making just a few selected 
measurements. He pointed out that radioactive fall- 
out behaves very much like snow with the fall-out 
piling up in places much like snow drifts. In addition 
to local and state monitoring, fixed. station and area 
monitoring is needed. All Air Force bases have fixed 
monitoring stations and Civil Defense is trying to 
bring weather stations into the picture for constant 
monitoring. 

Mr. John Lynch of F. C. D. A. discussed public 
shelters. It was his feeling that a great many lives can 
be saved by adequately built public shelters. Even 
considering large thermonuclear devices, Mr. Lynch 
felt shelters will save many lives of the three-fifths of 
the population under danger of direct blast. Forty-five 
to sixty per cent of people in blast areas could be 
saved with a public shelter program if people could 
get into the shelters within a fifteen minute warning 
time. In the case of a 20 megaton bomb, people in 
shelters could probably be evacuated within a week if 
rapid transportation were available and if adequate 
support teams of engineers for clearing the way could 
be brought into action. 

Dr. M. M. Van Sandt, Director of the Medical Care 
Division of the Health Office of F. C. D. A. described 
the old plans of Civil Defense concerned with 20 
kiloton bombs. Under these plans one could expect 
eight million total casualties with a 70 area bombing. 
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With 20 megaton bombs in one trial pattern it was es- 
timated that twenty-four million casualties would be 
seen. He pointed out that Civil Defense hospitals must 
take into consideration the care of casualties as well as 
non-casualty illnesses because most civilian hospitals 
would probably be put out of commission by such 
bombing. Considering the time necessary to allow de- 
cay and weathering to reduce the r output and allow 
“stay times” which would not be above the minimum 
for personnel health, C. D. medical installations must 
be placed far away from where the bombing is apt to 
take place. With a 20 kiloton bomb the hospital could 
be set up five miles from ground zero, with a 20 mega- 
ton bomb air-burst the distance could be ten to fifteen 
miles, and with a 20 megaton bomb ground burst the 
distance would have to be at least forty miles from 
ground zero. The figures he gives do not consider 
downwind variations of fall-out which would, of 
course, make the distances considerably greater. To 
show the size of the problem he states that in case of 
total bombing at least 28,000 two hundred bed units 
of Civil Defense hospitals would be necessary in spite 
of strict restrictions in hospital admissions, and rapid 
hospital discharges. 

Dr. Van Sandt discussed the present thinking of 
F. C. D. A. about medical care plans and described the 
various units. These are, (1) the emergency treatment 
station whose function is first aid and essential surgery, 
and as a holding place for non-effective casualties; 
(2) the C. 
minimum of medical and surgical equipment for 


D. emergency hospital which provides a 


emergency care, (3) an expansion unit whose function 
is to provide out-patient care, further emergency surgi- 
cal and medical care, and diagnostic services, and 
(4) specialty units for the function of dental, G. U., 
gastrointestinal, EENT, neurosurgical and chesf care. 
It is Dr. Van Sandt’s feeling that emergency treatment 
stations should be put at the least twenty miles from 
target sites and preferably 25 to 45 miles radius from 
target sites in places which are protected from blast and 
thermal effects. 

Dr. Eugene P. Cronkite of the Brookhaven National 
Laboratory described the effects of radiation and of the 
possibilities of survival. Generally the large doses of 
radiation (in the neighborhood of 6,000 r received 
in a short time) affect the central nervous system pro- 
ducing nausea, vomiting, ataxia, respiratory difficulty, 
and convulsions; this amount of radiation is fatal 
within a few hours. Lesser doses produce effects upon 
the gastrointestinal system and are fatal within three 
to seven days. Still lower doses produce slight nausea 
and vomiting and then the patients feel well, only 
later to develop a pancytopenia. He felt that with more 
than 800 r received in a short time survival is im- 
probable; with 200 to 800 r, survival is possible but 
there is an untreated mortality in this group of about 
50 per cent. With less than 200 r being received sur- 
vival is probable. 

Dr. Cronkite pointed out that vast compromises 
would have to be made in taking care of the casualties 
of nuclear warfare. He feels medical care will be very 


primitive and the public should be trained in medical 
care so that they can help themselves and each other. 

Major General James P. Cooney, Deputy Surgeon 
General of the Department of the Army spoke of the 
need for first aid, self aid and “buddy aid” in the army 
in case of atomic warfare. He feels that austere medical 
services will be the order of the day and that primi- 
tive medicine will be a necessity. He spoke of the 
great need for moderation in equipment and supplies, 
feeling that the refinements of civil medical care are 
not applicable in this kind of warfare. General Cooney 
stated that the lessons learned in World War II con 
cerning the care of wounded would be even more ap 
plicable in a future war which involved atomic weapons 
and would also be applicable as far as civilian popula- 
tion is concerned. The concept of taking care of the 
less seriously wounded or sick people first so they can 
return to their jobs, while making the seriously wound 
ed and the seriously ill patients more comfortable, is a 
philosophy of treatment which the army accepts but 
which civilian authorities probably would have diffi 
culty accepting. He feels that in case of national dis 
aster the best surgeons available would spend their 
time deciding which patients should be treated im 
mediately and which should be made comfortable. This 
would mean that the physician who has had little 
surgical training would be the one called upon to 
carry out care for those who need immediate treat 
ment. General Cooney pointed out the importance of 
evaluating people and treating people who have been 
subjected to radiation and radioactive fall-out by their 
symptoms and not by radiation detection devices. It is 
difficult for a soldier or civilian who is told that he 
cannot get more than 0.3 of an r per week to under- 
stand that he can be expected to take 100 r or 1,000 1 
in time of battle. 

Summary 

The meeting of the fifth annual National Medical 
Civil Defense Conference held in New York concerned 
itself primarily with the problem of radiation and 
radioactive fall-out. The speakers pointed out the 
changing feelings about Civil Defense in the presence 
of tremendous radioactive warfare. The concepts of 
medical care of thermonuclear device casualties must 
be changed to keep up with the technology of the de- 
vices themselves. It is inconceivable that anything 
approaching our present high standards of medical 
care could be expected following mass attack; primitive 
medicine and surgery would be the order of the day. 
Ihe establishment of large shelter areas, strategically 
placed in large population centers, would doubtless 
save many lives. The placement of Civil Defense and 
emergency hospitals to remote areas is a necessity be 
cause of the tremendous effects of the bombs themselves 
on highly populated areas as well as the effects of 
radioactive fall-out on those expected to work in 
hospitals. 

When one considers the fact that large areas of the 
country may be made uninhabitable for months or 
years after atomic attack, that hospitals and medical 
support facilities must be placed forty or fifty miles 
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away from points of blast, that medicine in the face of 
atomic attack will be most primitive, and when one 
considers how poorly prepared we are at the moment 
to take care. of. mass casualties and the tremendous 
problem of radioactive fall-out, one wonders at the 
futility of even thinking seriously about any problem of 
Civil Defense. But if one does not consider the prob- 
lem and try to find solutions to it, there is no hope 
for any of us in event of atomic attack. Only by con- 
sidering the problem with a common sense approach 
and seeking answers can we have any hope for life. let 


BLUE CROSS. 





The annual meeting of the Board of Directors was 
held in Columbia on June 9, 1957. The officers elected 
to serve the Plan for the ensuing year were: Dr. 
George Dean Johnson, president; Dr. John Siegling, 
vice president; Dr. Charles J. Lemmon, secretary; and 
Mr. J. D. Ashmore, treasurer. 

Following the election of officers, President Johnson 
announced the members of standing committees, as 
follows: 


Central Professional Service Committee: 
Dr. John A. Siegling, Chairman 
Dr. A. C. Bozard 
Dr. Charles J. Lemmon, Jr. 

Dr. Joseph P. Cain, Jr. 
Dr. J. Harold Jameson 
Dr. Wyman King 

Dr. William Prioleau 
Dr. Cathcart Smith 

Ihe President, ex officio 

Joint Operations Committee: 

Dr. J. Decherd Guess, Chairman 
Mr. M. L. Meadors 

Mr. A. Preston Nisbet 

Dr. Capers L. Peterson 

Mr. George A. Buchanan 
Executive Director, ex officio 

Joint Audit & Finance Committee: 
Mr. Wilton F. May, Chairman 
Dr. J. D. Ashmore 
Mr. Graham Segars 
Dr. Lesesne Smith, Jr. 

The President, ex officio 

Contract Committee: 

Mr. M. L. Meadors, Chairman 

Mr. Frank Adams 

Dr. John A. Siegling 

Mr. J. Harold Epting 

Medical Director, ex officio 

Executive Director, ex officio 
Executive Committee: 

The President 

The Vice President 
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. BLUE SHIELD 


alone the American way of life. Most of the previous 
crises which have affected our country have been 
characterized by the feeling that it can’t happen here 
and finally the realization dawns that it is happening 
here; following this realization we characteristically 
rise to the situation with tremendous efforts of in- 
genuity and personal sacrifice. There are very few who 
believe that a tremendous atomic disaster is not pos- 
sible and we certainly can do much to prevent un- 
imaginable chaos and loss of life by preparing for 
disaster at the present time. 





The Treasurer 

The Secretary 

Chairman of the Central Professional Committee 

The duties of the Central Professional Service Com- 
mittee as stated in the bylaws, which bylaws have been 
promulgated and altered from time to time by the 
Corporation (the House of Delegates of the South 
Carolina Medical Association), are in part as follows: 

Supervision over medical aspects of all matters 
relating to the extent and classification of medical 
benefits to be furnished to subscribers, the de- 
termination of income groups eligible to become 
subscribers, and the compensation or fee schedule 
to be paid participating physicians. All rules and 
regulations of the Plan relating to the above mat- 
ters shall be initiated by this committee. They shall 
be subject to review at all times by the Council of 
the South Carolina Medical Association in an 
advisory capacity. 

Thus it is readily understood that the Central 
Professional Service Committee is a very powerful and 
a very important committee, and one that is designed 
to protect the interests of the medical profession, and 
to speak for it in all matters which involve benefits 
and compensation for services rendered by it to mem- 
bers of the Plan. 

Dr. Johnson has appointed a very strong committee 
and one which will have the confidence of the medical 
profession. 

The Central Professional Service Committee was in- 
structed to undertake at once a careful review of the 
current fee schedule. In this study, it was asked to 
seek advice from the several organized groups of South 
Carolina doctors. It was also asked to work with the 
committee on contracts, a committee charged with the 
task of studying contractual benefit coverages. 

The task of providing and maintaining a physicians’ 
fee schedule is no easy one. It, perhaps, would not be 
so difficult if its sole or principal duty was to establish 
a schedule of fees that would wholly satisfy the doc- 
tors. However, the task involves far more than that. 
Not only must the schedule be acceptable to the doc- 
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tors, but it must also meet actuarial requirements and 
be covered by the membership dues charged the 
members; and finally, if the Plan is to continue to 
operate, these dues charged members must result in 
a contract which will sell. Thus it shall be necessary 
for the fee schedule to be subjected to actuarial analysis 
in order to determine what membership dues will be 
necessary to sustain it. Then the necessary sustaining 
membership dues must be studied by the sales depart- 
ment in an effort to evaluate the salability of the 
proposed contract benefits. 

The several studies will be carried out in that order. 
Allowable compromises will be considered. If it shall 
be determined that a contract cannot be written which 
will sell for a price which will support a fee schedule 
acceptable to the doctors, there are only three possible 
alternatives: 

Benefit coverages will have to be decreased so that 
cost of the contract can be lowered, while still main- 
taining the fee allowances for the services retained. 

Benefit coverages may be maintained or even in- 
creased, membership dues may be maintained or even 
reduced, and service benefits may be eliminated, along 
with reduction of fees, but changing them to cash 
indemnification, with the physician retaining the right 
to charge the patient the difference between the in- 
demnification and his usual charges. 

Finally, as a last alternative, the Plan can either 
purposely liquidate, or it can fail by a withering 
process. 

Our Plan is already a mixed service benefit—cash 
indemnification type. Medical (non-surgical) and 
diagnostic x-ray benefits are not service benefits. 
Should all service benefits be eliminated, the Plan 
would become in effect a commercial insurance com- 
pany. It may come to that. The attitude of the doctors 
regarding the size of fees with which they will be 
satisfied is the primary determining factor. Some of 
them are suggesting that the Preferred Contract be 
made wholly an indemnification contract. 

The basic Blue Shield concept is paid-in-full service 
benefits for families within selected income limits. It is 
also a basic principle that assigned fees be equal to 
about two-thirds of the average fees charged families 
within the selected income limits. Experience seems to 
have indicated that doctors actually collect more, even 
though the fees are only two-thirds their usual fees, 
than they would if the patient did not have Blue 
Shield. However, for that principle to work out satis- 
factorily, a practice should include a realistic number 
of Blue Shield members. 

Population and income studies seem to indicate that 
about one-third of our population have family incomes 
over $5000-$6000 a year. Economic studies seem to 
indicate that families with incomes of $5000-$6000 
a year, although their standard of living is definitely 
higher than that of lower income groups, are no more 
able to meet the expenses of unexpected and unpre- 
pared-for catastrophies than those in the lower groups. 
It is probably true that they can borrow more readily 
when necessary—but they do not borrow to pay doctor 


bills. 

Thus it would appear to me that there is little, if 
any, more justification in denying service benefits to 
the family with an income not over $6000 than to the 
family with an income not over $4000. Furthermore, 
after more than 35 years of attempting to establish and 
to maintain realistic fees in my own practice, I am 
convinced that if I had a considerable group of patients 
with incomes of not over $6000, I would collect more 
money from them under our present $300 schedule 
than I would had they no insurance coverage, and 
more than I would had they commercial insurance 
coverage with its indemnity schedule rather than one 
based on relative values. 

Just as the independent and ruggedly individualistic 
pioneers had to forego their individualism and to 
develop cooperation in order to meet fundamental po- 
litical, economic, and cultural needs, so independent 
and ruggedly individualistic doctors, in order to suc- 
cessfully meet the economic changes and those in 
public attitudes, must give up some of their independ- 
ence and must develop a high degree of cooperation 
and some degree of group discipline. Even so, they, 
like the early pioneers, will not have to give up any 
basic freedoms. 


J. Decherd Guess 
Medical Director 


Since 1900 heart disease has become more than ever 
a disease of middle and old age, Health Information 
Foundation says. Today about 70 percent of all deaths 
from this disease take place at ages 65 and over, and 
another 25 percent between the ages of 45 and 64. 


The death rate from pneumonia, influenza and 
tuberculosis has dropped about 90 per cent since 1900 
in the United States, Health Information Foundation 
reports. HIF attributes the improvement to medical 
advances, particularly new drugs, and to better living 
conditions. 





DEATHS 





DR. LACY WOOD CORBETT 


Dr. Lacy Wood Corbett, 66 years of age, died 
suddenly on May 8th, at the United States Veterans 
Hospital, Fayetteville, N. C. He had been in declining 
health for the past three years. 

Dr. Corbett was born in Bishopville, S. C., and 
received his education in the Bishopville Schools, 
Clemson College and was a graduate of the Medical 
College of S. C., class of 1915. 

In World War I he served as a Captain in the 
Medical Corps overseas with the 79th Division, where 
he was in active service. He was wounded and gassed 
in the Battle of the Argonne Forest and received the 
Purple Heart and Loraine Cross. 

Dr. Corbett practiced medicine in Little Rock, 
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S. C., and Goldsboro, N. C., and became affiliated 
with the Veterans Administration in 1931. He served 
in Boston, Mass., Aspinwall, Pa., and in 1940 was 
transferred to Fayetteville, N. C., where he served 
with the U. S. Veterans Hospital until he retired in 
December 1955. 


DR. SAM J. MORROW 

In the peach and apple country town of Inman, 
South Carolina, a 56-year-old physician died. The doc- 
tor was Sam J. Morrow. 

He was not prominent except to the 5,000 residents 
of Inman, which is 11 miles northwest of Spartanburg. 
Few people outside of Inman ever knew him; he was 
simply known in a small area as a good physician. He 
practiced in Inman for exactly 30 years and it was there 
that he married and raised his family—three sons and a 
daughter. 

His thoughts, words and kindly deeds endeared him 
to everyone. When he passed away after a 48-hour ill- 
ness, Inman's weekly newspaper, The Times, published 
one of the finest tributes to a doctor that we have seen. 

A big four-column picture appeared on the front 
page of the paper which has a circulation of 3,000. 
Underneath was a eulogy entitled “Keep Your Light 
On—So We Can Find You.” 

A woman patient, a Spartanburg doctor and Mrs. 
Preston Bell, editor of the Inman Times for 20 years, 
collaborated in writing the tribute to Dr. Sam, as he 
was called. e 

“It was on May 6 that Dr. Sam, one of Inman’s two 
doctors, died,” Mrs. Bell said, “and that day was one of 
the saddest that this little town has ever known. Within 
an hour after his passing, men and women stood in 
groups on street corners and many were seen weeping. 
His funeral was the town’s largest. The Spartanburg 
minister, who conducted the service, said he had 
helped to bury two state senators at large funerals, but 
Dr. Sam's was the biggest he had ever witnessed.” 

The story behind the eulogy was simple, as she put 
it, because “he was a fine doctor to all of us.” 

Her paper’s tribute to Dr. Morrow follows: 

Every heart in this little town and surrounding coun- 
try-side weeps over the death of our beloved friend and 
doctor Samuel Jerome Morrow. 

It would be difficult to find a family in this territory 
in whose home he has not visited during the small 
hours of the night—watching over some sick child or 
mother who needed him. 

The confidence his patients felt in him acted as an 
antibiotic for all their ills. The moment he entered a 
sick room—the tension seemed to lessen and anxiety 
seemed to fade away. He was never in a hurry—never 
too busy to come when he was needed and never 
questioned whether or not the bill would be paid. 

One could look into his tired eyes at times and know 
that he was having a difficult time, but never a word 
about it from him. He was reticent—slow to commit 
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himself—but when he did so you could rely upon his 
decision as being honest and straightforward. His in- 
terest in his patients was something greater than pro- 
fessional. He had a deep personal interest in every- 
thing that touched the lives of those with whom he 
came in contact. 

He loved his family and they shall be protected by 
the happiness of memories. He loved his church, his 
profession and his community and was loyal to each 
of them. It can be said of him as was said of old in 
regard to the Great Physician, “He went about doing 
good.” 

God must have known how tired he was—so He called 
him home to rest. We have no cause to mourn—be- 
cause his spirit shall live on in those who love him. 

Not long ago a faithful colored servant in this com- 
munity, whose home is one of several in a row of 
tenant houses, received a letter from Dr. Morrow which 
stated, “When you call me during the night, keep your 
outside light on so I can find you.” 

If those of us who are left behind could speak to him 
up there in that haven of rest I am confident that we 
would say as he did, “Keep your light on so we can 
find you.” 

From the Secretary’s Letter 
American Medical Association 





ANNOUNCEMENTS 


PROGRAM FOR 1957 

ANNUAL MEETING OF THE 

SOUTH CAROLINA CHAPTER OF THE 
AMERICAN ACADEMY OF 
GENERAL PRACTICE 
October 3, 1957 

“Acute Nephritis in Childhood” 
Dr. Weston M. Kelsey, The Bowman-Gray School of 
Medicine 
“Obstetrical Management of the Primigravid Woman” 
Dr. Isadore Dyer, Tulane University School of Medicine 
“Dermatologic Therapy in General Practice” 
Dr. Harry M. Robinson, University of Maryland School 
of Medicine 
“Left Heart Failure” 
Dr. Benjamin Manchester, Washington, D. C. 
“Uses and Limitations of Tranquilizing Drugs” 
Dr. David R. Hawkins, The University of North Caro- 
lina School of Medicine 
Luncheon—1:00 p.m. 
Speaker—Mr. Porter W. Carswell, Waynesboro, Georgia 
“Pyelonephritis in Childhood” 
Dr. Weston M. Kelsey, The Bowman-Gray School of 
Medicine 
“Management of Emergencies During the Third Stage 
of Labor and in the Immediate Puerperium” 
Dr. Isadore Dyer, Tulane University School of Medi- 
cine 
“The Value of Anticoagulant Therapy in Thromboem- 
bolic Disorders” 
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Dr. Benjamin Manchester, Washington, D. C. 
“Accidental Poisoning in Children” 

Dr. Julian Price, Florence, South Carolina 
Cocktails—6:30 p.m. 

Compliments of Mr. Russell Jones and Mr. Park Mc- 
Kinney of the B. F. Ascher Company. 

Banquet—8:00 p.m. 

Dr. Malcolm Phelps, President 

American Academy of General Practice 


October 4, 1957 


“Newer Drugs in Anesthesia” 
Dr. G. P. Cone, Orangeburg, South Carolina 
“Cardiac Pain” 
Dr. Edward S. Orgain, Duke University School of 
Medicine 
“Adult Immunization or The Neglected Age of Man” 
Dr. S. F. Ravenel, Greensboro, North Carolina 
“Gallbladder” 
Dr. R. L. Sanders, Sanders Clinic 
“The Treatment of Hypertension” 
Dr. Edward S. Orgain, Duke University School of 
Medicine 
Luncheon—1:00 p.m. 

2:30 pan.—“The G. P. as the Surgeon Sees Him” 

Dr. R. L. Sanders, Sanders Clinic 
3:00 p.m.—Annual Meeting 


THE NINTH POSTGRADUATE ASSEMBLY 
IN ENDOCRINOLOGY AND METABOLISM 


Sponsored by The Endocrine Society, The Medical 
College of Georgia, and Tha Medical College of 
Georgia Foundation, Inc. 

Augusta, Georgia 
October 21-25, 1957 


The faculty will consist of 22 eminent clinicians and 
investigators from various parts of the country in the 
fields of endocrinology and metabolism. The course is 
designed to cover the main aspects of diagnosis and 
therapy in the field of endocrinology and metabclism 
for the physician in general practice and for those in 
other specialties who wish to have a general knowl- 
edge of this rapidly growing field. 


A syllabus with brief abstracts of lectures will be 
available to the registrants at the time of the As- 
sembly. 


The course has been approved by the American 
Academy of General Practice for 35 credit hours in 
Category 1. 


For further information concerning the program 
and registration, write to Dr. Robert B. Greenblatt. 
Department of Endocrinology, Medical College of 
Georgia, Augusta, Georgia. Registration is limited to 
100; tuition fee is $100.00. Rooms will be reserved 
for the students and faculty at the Bon Air Hotel. 
Residents and fellows will be admitted for $35.00. 


THE SOUTH CAROLINA PEDIATRIC SOCIETY 
TENTATIVE PROGRAM 


On Monday evening, September 9th, a joint meeting 
of the Columbia Medical Society and the South Caro- 
lina Pediatric Society will be held at the Columbia 
Hotel. A social hour will begin at 7:00 P.M., followed 
by dinner, and the scientific session will begin at 8:30 
P.M. Dr. Weston M. Kelsey, Professor and Director of 
the Department of Pediatrics, Bowman Gray School of 
Medicine, Winston-Salem, N. C., and Dr. Frederick C. 
Robbins, City Hospital, Cleveland, Ohio, will be the 
speakers at this meeting. Dr. Kelsey will speak on the 
subject “The Diagnosis of Dwarfism in Childhood”. 
Dr. Robbins will speak on “Viral Infections of the 
Central Nervous System”. 

The usual Mead Johnson party will be held in the 
Mead Johnson suite following adjournment of the 
Monday night meeting. 

On Tuesday morning, September 10th, the usual 
breakfast will be held, either sponsored by some drug 
house, or a dutch breakfast. We will have a_ local 
speaker from Charleston and one from Greenville for 
the Tuesday morning session. The usual Similac party 
and the usual mid-day luncheon will be held follow 
ing the morning session. 

The meeting will reconvene at 2:00 Tuesday after 
noon, and Dr. Kelsey will speak on the subject “Hypo- 
thyroidism in Childhood.” Dr. Robins is scheduled to 
speak at this session on “The Diagnosis of Viral In- 


fections”’. 
oa 


PROGRAM 
PIEDMONT POST-GRADUATE 
CLINICAL ASSEMBLY 
SEPTEMBER 18-19, 1957 
CLEMSON HOUSE 
CLEMSON, SOUTH CAROLINA 
Wednesday, September 18, 1957 
1:50—Invocation: Rev. C. J. Lupo, Pastor Trinity 
Methodist Church, Anderson. 
2:00—Dr. William S. Kroger, Chicago, Assoc. Prof. of 
OB. & Gynocology, Chicago Medical School. 
“Hypnotherapy in Psychosomatic Obstetrics & 
Gynecology.” 
3:00—Intermission 
3:15—Dr. Thomas R. Gaines, Past President S. C. Medi 
cal Assoc., Anderson, S. C. 
“Glaucoma in General Practice.” 
3:45—Dr. Arthur Merrill, Associate Prof. of Clinical 
Medicine, Emory University. 
“Acute Renal Failure.” 
4:15—Dr. Richard Blumberg, Dept. of Pediatrics, Em- 
ory Univ. 
“Diagnosis and Management of Primary Tuber- 
culosis in Children.” 


4:45—Dr. Charles E. Flowers, Jr., Associate Prof. of OB. 
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& Gyn., University of N. C. 
“Gynecological Surgery During Childbearing 
Age.” 

5:45—Questions and answers. 

6:00—Social hour. 

7:00—Banquet. 

8:00—Dr. Goeffrey T. Mann, Chief Medical Examiner, 
State of Va., Richmond. 
“Forensic Medicine: The New Approach.” 

Thursday, September 19, 1957 

2:00—Dr. John R. Lewis, Plastic Surgeon, Atlanta. 
“Injuries of the Face.” 

2:30—Dr. Robert Lich, Prof. of Urology, University of 
Louisville. 
“Bladder Dysfunction.” 

3:00—Dr. Arthur Merrill: 
“Chronic Renal Problems.” 

3:45—Dr. Richard Blumberg. 
“Variations in Gamma Globulin Levels and Re- 
sistance to Infection.” 

4:15—Dr. H. R. Pratt-Thomas, Med. College of S. C. 
Panel Discussion: Dr. Charles E. Flowers & Others. 
“Carcinoma of Cervix, in Situ.” 

5:15—Questions and answers. 

6:00—Social hour. 

7:00—Banquet. 

8:00—Dr. Robert Lich, Rose E. Ramer Lecture. 
“Urologic Cancer.” 








NEWS 











District IV of The American College of Obstetricians 
and Gynecologists will meet in Washington, D. C. on 
October 4 and 5, 1957. The states comprising this 
District are: District of Columbia, Florida, Georgia, 
Maryland, North Carolina, South Carolina, Virginia, 
West Virginia, Puerto Rico and the Virgin Islands. 
Physicians of these states are invited to attend the 
scientific and social functions of the meeting. Addi- 
tional information may be obtained by writing Frank 
R. Lock, M.D., Bowman Gray School of Medicine, 
Winston-Salem, North Carolina, District Chairman, or 
Robert H. Barter, M.D., 901 - 23rd Street, N.W., Wash- 
ington, D. C., Chairman of the Program. 


Dr. Ben M. Miller of Columbia has been elected 
chairman of the Duke National Council . . . His elec- 
tion took place as hundreds of graduates returned to 
Duke University, Durham, N. C., for commencement 
exercises. 


A portrait of Dr. Charles Holmes Epting was un- 
veiled and presented by his patients and friends to the 
Columbia Hospital at ceremonies on June 5. 


Doctor Epting has been engaged in the practice of 
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orthopedic surgery in Columbia for a number of years. 
He was born July 19, 1899 in Chapin. He received his 
A.B. degree from Newberry College in 1922 and M.D. 
from the Medical College of the State of South Caro- 
lina in 1927. 


Doctor Epting received training during the summers 
of 1925-26 at the Columbia Hospital and interned there 
in the year 1927. He served as industrial physician 
(orthopedic and traumatic surgery) in coal fields, 
Stonega, Va., in 1927-29, was assistant S. C. State 
Orthopedist from 1929 to 1933. From 1933 to 1935 
he was house surgeon in the Columbia Hospital. Since 
1935 he has been engaged in private practice as an 
orthopedic surgeon in Columbia. 

He is an active staff member of the Columbia Hos- 
pital and was Chief of Staff in 1949. For many years he 
has been a lecturer in the orthopedic surgery nursing 
schools of the Columbia and Baptist Hospitals. He is 
an active staff member of the Baptist Hospital, Provi- 
dence Hospital and Good ‘Samaritan-Waverly (colored) 
Hospital of Columbia. 


Doctor Epting was originator of the orthopedic clinic 
and staff member for many years of Johnson Memor- 
ial Hospital, Hemingway, and originator and _ staff 
member of the orthopedic clinic of Newberry County 
Memorial Hospital, Newberry. 

He is assistant local company Orthopedic Surgeon, 
Southern Railway System, Seaboard Air Line Railway 
Company and Atlantic Coast Line Railroad Company. 
He is senior fellow of the Southeastern Surgical Con- 
gress and member of the Columbia Medical Society, 
president of the Columbia Medical Society in 1949, 
member S. C. Medical Association, member American 
Medical Association, member South Carolina Ortho- 
pedic Association, active member American Association 
of Railway Surgeons and member of the American 
Legion. 

Doctor Epting is the author of a number of articles 
on orthopedic problems. 


At Bethune, Dr. and Mrs. R. E. Ackerman were 
honored at a reception on May 21. Over 150 people 
of the community came to meet the town’s new doctor 
and wife. The Ackermans come to Bethune from 
Moncks Corner, S. C. Dr. Ackerman completed his 
service with the U. S. Navy in April. 





The state Senate has confirmed Gov. Timmerman’s 
appointees to the newly created board of trustees for 
Whitten Village, the state institution for handicapped 
children near Clinton. 

Confirmed were R. L. Plaxico of Clinton, Dr. Julian 
Price of Florence, W. B. Perrin of Greenville, Dr. 
W. H. Lacey of Moncks Corner and Dr. Edwin R. Wal- 
lace of Barnwell. 

C. Ford Rivers, Jr., M.D., has announced the open- 
ing of his office for the practice of Cardiology and 
Internal Medicine at 101 Rutledge Avenue, Charleston. 
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E. M. Colvin, M.D., has announced the association 
of J. V. Jeffords, M.D., in the practice of general and 
thoracic surgery. 711 North Church Street, Spartan- 
burg. 


Dr. James Carson, M.D., descendant of Kit Carson, 
is back in Seneca to set up an office. 


Dr. Judson E. Hair, of Due West, has been ap- 
pointed director of the student health service at Clem- 
son College. 

He will officially succeed Dr. Robert S. Clarke, Jr., 
who resigned June I. 

Dr. Clarke, 36, native of Due West, has accepted an 
appointment in residency at the Charleston Medical 
College Hospital where he will study internal medicine. 
Fraining will lead to work as a specialist. 

A former associate of Dr. W. L. 
Due West, Dr. Clarke went to Clemson last September 


“Buck” Pressly in 


from Stone, Kentucky, where he was company doctor 
for the Eastern Coal Company. 

Dr. Hair, 32, has served as a community physician 
in Due West and formerly had a general practice in 
Mayesville. 

A Columbia native, Dr. Hair attended Clemson Col- 
lege in 1942-43, before entering the Air Force. Follow- 
ing service he enrolled at the College of Charleston. 
He entered the Medical College of South Carolina, 
graduated in 1952 and interned at Greenville General 
Hospital in 1952-53. 

A general practitioner who has established an office 
in Anderson is Dr. Bill Ewing, who came from Wil- 
liamston where he had resided for a year. 

Dr. Ewing studied pre-med at Wofford College. He 
received his degree and then attended the Medical 
College at Charleston. His interning was done at 
Greenville. 

At a recent meeting of the Radiological Society of 
South Carolina held in Myrtle Beach the following 
officers were elected: William A. Klauber, M.D., Green- 
wood, president; Samuel Fisher, M.D., Greenville, vice 
president; Wayne Reeser, M.D., Conway, secretary- 
treasurer. 

“Urology Award--The American Urological Associa- 
tion offers an annual award of $1000 (first prize of 
$500, second prize $300 and third prize $200) for essays 
on the result of some clinical or laboratory research in 
urology. Competition shall be limited to urologists 
who have been graduated not more than ten years, and 
to hospital interns and residents doing research work 
in urology. 

The first prize essay will appear on the program of 
the forthcoming meeting of the American Urological 
Association, to be held at the Roosevelt Hotel, New 
Orleans, Louisiana, April 28-May 1, 1958. 

For full particulars write the Executive Secretary, 


William P. Didusch, 1120 North Charles Street, Balti- 
more, Maryland. Essays must be in his hands before 
December 1, 1957.” 


The people of Gray Court and the surrounding com- 
munity paid tribute on May 15, to William T. Pace, 
M.D., on the completion of 40 years of continuous 
service in the community. 

Dr. Pace began his practice in Gray Court in 1916, 
about one year after graduation at the Medical Col- 
lege of South Carolina. He spent the interim as an 
intern at the South Carolina State Hospital. 

He was born April 13, 1890. 

For about 20 years Dr. Pace was chief of staff of the 
Laurens County Hospital in Laurens and was anesthet- 
ist at the same hospital for about eight years until his 
resignation about six months ago. 

During his career it is said that he delivered ap- 
proximately 4,000 babies. 


FEDERAL AGENCIES ACTING ON FAR EAST 
INFLUENZA THREAT. 

Ihe Public Health Service and the Defense Depart- 
ment have taken separate steps to cope with the Far 
East influenza, both abroad and in this country. Re- 
ports are still sketchy on the progress in the U. S. of 
the disease, which is caused by a new strain of type 
A virus. Mortality rates are low, but the attack rate in 
affected areas is running 15 to 20 per cent of popula- 
tion. 

A meeting (the third in two weeks) was held June 25 
with representatives of the American Medical Associa- 
tion and the Public Health Service. Plans were dis- 
cussed for medical manpower needs in the event of an 
epidemic in the U. S. Surgeon General Burney said 
AMA and PHS would go to work immediately to draw 
up a plan and that as soon as it is completed, details 
will be made public. Among those attending were 
Drs. Hugh Hussey of Washington and James Appel of 
Lancaster, Pa., AMA trustees; Dr. Harold Lueth, chair- 
man of the AMA Committee on Civil Defense, and Dr. 
Ernest B. Howard, assistant secretary-general manager. 

Pending outcome of PHS tests on a monovalent vac- 
cine, Defense announced a policy of inoculating military 
personnel, civilian employees and dependents, all 
overseas. The vaccine is not expected in any quantity 
until late summer or early fall, according to Defense 
sources. Dr. Frank B. Berry, assistant Secretary of De- 
fense, said a polyvalent vaccine containing the new 
vaccine strain will be administered in the early win- 
ter. Defense said it had decided on the inoculation 
plan “in view of the threat to the national security 
through the loss of manpower and personnel which 
could occur as a result of an epidemic involving the 


” 


armed forces. .. . 

Excerpta Medica Foundation announces the publica- 
tion of a new monthly journal in the series of abstract- 
ing services of the Excerpta Medica Foundation: 
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CARDIOVASCULAR DISEASES 
(Section XVIII of Excerpta Medica) 

The aim of this publication, which has been made 
possible by a grant from the National Heart. Institute 
of the U. S. Public Health Service, is to provide a 
regular, up-to-date and comprehensive service of ab- 
stracts of the world literature in the field of cardiovas- 
cular diseases. 

KERSHAW COUNTY 
PUSHES POLIO VACCINATIONS 

A notable exception to South Carolina’s lagging 
vaccination program is Kershaw County, under the 
leadership of Dr. Charles Zemp, Jr., chairman of the 
county medical society’s polio committee, and Carlton 
H. Burdick, chapter chairman. 

Mr. Burdick reported excellent success with the 
school vaccine clinic program. Some 99 per cent of 
all school children in the county have been immun- 
ized. The DuPont plant at Camden has given shots to 
some 95 per cent of its employees, and the program is 
still under way. 

More than 10,000 individuals in Camden County 
have now received at least two shots of vaccine, in a 
population of some 20,000 individuals in the under 
40 years age group. 

Dr. J. Richard Allison, Jr., of Columbia has re- 
cently received notice of being certified as a member 
of the American Academy of Dermatology and Sy- 
philology. 


The Tennessee Valley Medical Assembly will meet 
at Read House, Chattanooga, Tennessee on Monday, 
September 30 and Tuesday, October 1, 1957. The pro- 
gram will include such speakers as Dr. Paul Dudley 
White, Dr. Edith M. Lincoln, Dr. J. Arnold Bargen, 
Dr. Philip J. Hodes, Dr. I. S. Ravdin, Dr. Charles F. 
Geschickter, Dr. Chevalier L. Jackson, Dr. William 
Dameshek, Dr. Meredith F. Campbell, and many 
others. Early registration is urged and should be sent 
to: Chattanooga Convention & Visitors Bureau, 819 
Broad St., Chattanooga, Tenn. 


Dr. Casper E. Wiggins of Greenwood has been 
elected a Fellow of the American Academy of Pedia- 
trics. 

AMEF GETS TWO BIG CHECKS. Two checks 
totaling nearly $300,000 were turned over to the 
American Medical Education Foundation at the recent 
annual A.M.A. meeting in New York. 

One check in the amount of $170,450 represented 
contributions from every member of the Illinois State 
Medical Society. The figure exceeded by $5,000 a 
record set by the Illinois society last year. 

Dr. Lester S. Reavley, president of the state society, 
said that other contributions by the Illinois doctors 
would run this year’s total to more than $200,000. 
Illinois doctors have already contributed more than a 
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million dollars to the fund, placing the state society 
on top of the list of state medical society donors. Il- 
linois recently voted an allocation of $20 per member 
to the AMEF. 

The State Board of Health, on the alert against Far 
East Influenza, caused by a type A variant different 
from the previously isolated Type A, characterized by 
high fever, headache, muscular aches, three days dura- 





tion, is anxious to have prompt and accurate reporting 
of respiratory diseases resembling this condition. 

This was recommended at USPHS and AMA con- 
ference of June 12th. 

Your full cooperation is earnestly solicited. 

Plans have been made for the annual Obstetric- 
Pediatric Seminar to be held at Daytona Plaza Hotel, 
Daytona Beach, Florida, on September 9, 10, 11, 1957. 
This Seminar is being sponsored by the Maternal and 
Child Health Divisions of the State Health Depart- 
ments of Georgia, Alabama, Florida, and South Caro- 
lina and the Maternal Welfare Committees of the 
State Medical Associations of the respective States. 

General practitioners will be given credit in Category 
II for attending this meeting. As soon as the program 
has been completed one will be forwarded to you. 
Eisenhower Signs Revised Doctor Draft Bill. 

The revised doctor draft bill has become Public 
Law 85-62; it was signed by President Eisenhower June 
27, four days before the expiration of the old doctor 
draft law. Under the latter, some 10,000 physicians were 
called up for two or more years of service, starting 
back at the time of the Korean War. The new law 
provides for the selective call-up of physicians and den- 
tists to age 35 if they were deferred from the regular 
draft at any time after June, 1951, in order to com- 
plete their professional training. The law is effective for 
two years, expiring at the same time as the regular 
draft. Defense Department estimates that the 2,200 
physicians required by the services this fiscal year will 
come from volunteers. 


SOUTH CAROLINA ASSOCIATION 
FOR MENTAL HEALTH 

The President of the South Carolina Association for 
Mental Health, James H. Simkins of Greenville, has 
announced that his Association has completed plans 
to offer relatives of newly admitted patients at the 
State Hospital a free copy of the booklet, “Mental 
Illness—A Guide for the Family”. The plan has been 
worked out in cooperation with W. S. Hall, M.D., Su- 
perintendent of the State Hospital. 

Relatives who accompany patients on admission to 
the Hospital will be given a stamped, self-addressed 
order form for a free copy. If they want to receive the 
book, they have only to fill in their name and address 
and drop the card in the mail. The relatives are assured 
that there is no obligation whatsoever in accepting the 
offer. 

This plan of distribution for “Mental Illness—A 
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Guide for the Family” has met with marked success in 
several states where it has been tested. Dr. William 
Menninger, nationally famous Kansas psychiatrist, has 
this to say about the booklet: “. . . I know of no other 
document that begins to approach this presentation 
in its helpfulness and its thoroughness. My guess is 
that the relative who finds it is indeed fortunate and 
will read and reread it. It begins with a simple, ra 
tional explanation of mental illness. It follows the rela 
tive through the experiences of admission and treat 
ment in the hospital, and concludes with suggestions 
about the patient’s homecoming.” 

In announcing that “Mental Illness—A Guide for 
the Family” would be distributed free to relatives of 
newly admitted patients at the State Hospital, through 
the cooperation of Hospital officials and social work 
ers, Mr. Simkins pointed out that his Association 
would like to expand this service by making the self 
addressed cards available to probate judges, ministers, 
physicians, and others who might be able to pass them 
on to relatives of mental patients, and that plans are 
being worked out to do this. Such persons who would 
like to have a supply of the cards, or who desire other 
information, are invited to write SCAMH, 732 Harden 
Street, Columbia, S. C. 





BOOK REVIEWS 





CLINICAL USE OF RADIOISOTOPES by W. H. 
Beierwaltes, M. D., P. C. Johnson, M. D., and A. J. 
Solari, M. S. W. B. Saunders Co., Philadelphia—1957 
—Price $11.50. 

This is a remarkably complete book. While it is 
useful as a reference for those already familiar with 
the subject, it is most valuable for one just becoming 
interested in radioisotopes, or for the person using 
radioisotopes but not specializing in this field. Over 
50 pages are devoted to the necessary basic physics, 
explanations of radiation counters, and the rules of 
the AEC pertaining to the use of radioisotopes. The 
dangers and effects of radiation are adequately dis- 
cussed. One chapter is devoted to the biological 
effects of radiation, and another to the practical 
methods of handling radioisotopes. 

Hazards to the patient are discussed in regards to 
specific forms of diagnosis and therapy. The authors 
show respect for the materials, but they are not un- 
duly reluctant to use them. Indications and contra- 
indications are given, and advantages of radioisotope 
methods of diagnosis and therapy are compared with 
those more of conventional modalities. 

There is an extensive section on the thyroid gland, 
and the general uses of 1131, All of the more com- 
monly used radioisotopes are discussed regarding their 
pharmacology, including their mode of action and 
effect on various organ systems. Rationale and tech- 
nique for using the materials are carefully explained. 

The less commonly. used radioisotopes are only 
briefly mentioned. In more or less abstract form their 


properties and uses are reported. This section serves 
as a quick reference for basic information of these 
elements. 

This book is more extensive than necessary for the 
internist, but the extra information on physics and 
technique does not intrude upon or hamper the man 
referring to it for clinical or physiological data. 

Harold Pettit, M. D. 


THE COMPLEAT PEDIATRICIAN. By Wilburt C 
Davison, and Jeana Davison Levinthal. 7th edition. 
Duke University Press, Durham, N. C. 1957. Price $5.00. 

For many years this book has been an invaluable 
aid to all who deal with children. It contains a wealth 
of condensed information in easily available form. It 
is in no sense a textbook, but rather a systematic out 
line of the subject of pediatrics. Brief in actuality de 
spite its 257 pages, it is well adapted to quick refe1 
ence and serves as an excellent refresher to the forget- 
ful, as who is not in the mass of detail of present-day 
medical life. For the many people who have used 
earlier editions, this new edition is as always a welcome 
source of both old and recent information. For these 
same people, it would be difficult to practice pedi 
atrics without a copy of The Compleat Pediatrician 
within easy reach. This revision is a delight to the 
practitioner. 


[LW 


CYTOLOGIC TECHNICS FOR OFFICE AND 
CLINIC. H. E. Nieburgs, M. D., Grune and Stratton, 
New York, 1956. Price $7.75. 

This is a handbook of cytologic techniques that in- 
cludes most of those that have been developed and 
gives the bad with the good. One gains the impres- 
sion that cytology is at times strained or stretched 
into situations in which it is not the most desirable 
method, as its use, for instance, in lesions of the 
mouth, vulva, pharynx and larynx. This might also 
apply to contact smears of lymph nodes or surgical 
tissues including cerebral neoplasms. In the opinion 
of this reviewer cytologic technics in these areas are 
neither easier or better and more importantly, are 
not as accurate as other methods that are available. 
It may well be that these are included. along with 
some others, for the sake of completeness and for 
their use in certain investigative areas and in some 
instances the author draws attention to their de- 
ficiencies. 

The format and style is clear and concise and any 
one by reference to this volume should be able to 
master the methodology for the various techniques so 
as to obtain. satisfactory material for examination. 
This is as important a part of cytology as is the diag- 
nostic interpretation for without material that has 
been properly obtained and prepared there can be no 
interpretation. 


H. R. Pratt-Thomas, M. D. 
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ONE HUNDRED AND NINTH ANNUAL SESSION 
OF THE SOUTH CAROLINA MEDICAL ASSOCIATION. 
HOUSE OF DELEGATES 
MYRTLE BEACH, S. C., APRIL 30, 1957, OCEAN FOREST HOTEL 


Dr. William H. Prioleau, Presiding 


2:30 P.M. 
rHE CHAIR: Will the House of Delegates of the 
South Carolina Medical Association come to order, 
please. 
We will ask Dr. Oscar Compton, Pastor of the First 
Baptist Church of Myrtle Beach to give the invocation. 
DR. COMPTON: Our heavenly Father, we are grateful 
unto thee for the blessings of this day; we thank thee, 
our Father for the blessing of good health, which is 
ours; we are grateful unto thee that when we are not 
blessed with the finest of health that there are those 
who labor along with thee in the ministry to those 
who are sick and in need of thy help and thy strength. 
We ask thy guidance upon this body in their delibera- 
tion and in their decisions as they are here together; 
thy guidance upon them and thy blessing upon them 
as in their individual areas of service they seek to serve 
mankind to labor with thee. Guide and direct them; 
bless their lives in the service that they render to man 
kind in the name of Christ we pray. Amen. 
THE CHAIR: Thank you, Dr. Compton. 
May we now have the report of the Credentials Com- 
mittee, Dr. May, Chairman. 
DR. MAY: Mr. President, there are fifty-one (51) seated 
delegates present, exclusive of the past presidents and 
the officers. That is a majority of the delegation. 
THE CHAIR: Thank you, Dr. May. 
We have a lot of ground to cover during this afternoon 
meeting. There is a meeting after this of the Blue 
Shield, Blue Cross Corporation, or the Blue Shield 
Corporation, I think I should have said. This meeting 
is for the purpose of presenting resolutions and com 
mittee reports. Those committee reports and resolutions 
will not be open for discussion at this meeting. They 
will be referred to reference committees which will 
consider them this evening. The reference committees 
are noted on the blackboard and their place of meeting. 
If there is any question about our designating the 
different resolutions to the proper reference committee, 
please call it to our attention, so that we can place 
them suitably. 
Introduction of President-Elect. 
Dr. Lesesne Smith, our President-Elect; it is hard to 
say introduce Dr. Lesesne Smith, but I will just present 
him. 
DR. LESESNE SMITH: Gentlemen, I appreciate the 
trust that you have put in me for this coming year and 
there is one request that I would like to make to you 
all, I will make myself available here in the hotel, 
most of the time, and if any of you have any suggestions 
as to appointments of committees or any particular 
thing that you would like to bring to my attention, I 
would appreciate your doing it so much because I want 
to do all that I can to help the organization and see 
that things go along well, and if there is anything that 
you feel should be brought to my attention I will ap 
preciate it. Thank you. (Applause) 
THE CHAIR: It may be well to name the reference 
committees because there have had to be some changes 
and maybe further changes will be in order. Should 
such be the case please call them to our attention after 
this meeting and we shall try to see that that is taken 
care of. (Reading Committees) 
The first is the Credentials Committee: 
Dr. Charles May, Chairman 
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Dr. B. O. Ravenel Dr. Henry Ross 

Dr. Kirby D. Shealey Dr. E. H. Thomason 
Legislation and Public Relations Committee. 

Dr. John Pratt, Chairman 

Dr. Swift Black Dr. J. E. Crosland 

Dr. Clay Evatt Dr. Edward F. Parker 
Committee on Reports of Council and Officers: 

Dr. Ben Miller, Chairman 

Dr. J. H. Gressette Dr. John Cuttino 

Dr. Roderick Macdonald Dr. John Fleming 
Committee on Amendments to Constitution and 
By-Laws: 

Dr. O. B. Mayer, Chairman 

Dr. Harold Pettit Dr. H. M. Eargle 

Dr. J. D. Whitehead Dr. James Latimer 
Committee on Public and Industrial Health: 

Dr. R. L. Crawford, Chairman 

Dr. W. W. Edwards, Dr. H. R. Pratt-Thomas 

Dr. Robert S. Solomon Dr. J. A. Seigling 
Committee on Insurance—Blue Cross & Blue Shield: 

Dr. Cathcart Smith, Chairman 

Dr. W. C. Cantey Dr. Charles Wyatt 

Dr. Bachman Smith Dr. Sol Neidich 

Committee on Miscellaneous Business: 

Dr. Henry Robertson, Chairman 

Dr. R. L. Sanders Dr. John Brewe1 

Dr. R. M. Anderson Dr. Sam Cantey 

PFHE CHAIR: The next order of business is the pres 
entation of resolutions and recommendations. We do 
not have all of those listed, Mr. Secretary, so that you 
will have to make them known from the floor. Please 
in rising give your name so that the secretary can 
get it, and come forward so that everyone can hear you. 
Are there any resolutions to be offered? Dr. Hanckel. 
DR. HANCKEL: Mr. President, | would like to make 
the following motion, I move that we change Article 
IX, Section | of the Constitution to read as follows: 
“The officers of this Association shall be a president, 
a president-elect, a first vice-president, who shall be the 
immediate past president, a second vice-president, a 
secretary, a treasurer and nine (9) councilors.” 

Do you want any discussion of that motion at this 
time? 

PFHE CHAIR: No discussion at present. That resolu- 
tion will be referred to the reference committee on 
Amendments to the Constitution and By-Laws. 

Any further resolutions? Dr. Laborde, from Columbia. 
DR. LABORDE: I have some excerpts from the min- 
utes of our business meeting of the Columbia Medical 
Society which we, the delegates to the South Carolina 
Medical Association were directed to present to this 
House of Delegates meeting as a motion that it be 
considered for appropriate action and by the Com- 
mittee on Blue Cross and Blue Shield in reference to 
our plan. And I shall read them as they were presented 
and given to us. (Reading) 

“(1) It was moved by Dr. O. B. Mayer that the Co 
lumbia’ Medical Society go on record as being un- 
sympathetic toward Blue Cross discrimination against 
private psychiatric hospitals. The motion was sec- 
onded by Dr. Whit Cheatham and carried in the 
affirmative. 

‘(2) Dr. John Harvin moved that the members on the 
Board of Blue Shield be in the same ratio as that of 
the specialties and general practitioners in the state 
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association. There was discussion of the motion, it 
was amended by Dr. W. W. Ledyard to the effect that 
there be equal representation of surgeons and medical 
men on the Board. The motion was carried in the 
affirmative. 

“ (3) Dr. Allison stated that there is no provision for 
the treatment of skin cancers, etc., by x-ray therapy, 
and moved that such be represented on the plan. There 
was discussion by Dr. George W. Smith, who seconded 
Dr. Allison’s motion that x-ray therapy be represented 
on the Blue Shield plan. The motion was voted on 
and passed. 

“ (4) Dr. Henry Moore asked for a revision of the Dread 
Disease or Catastrophe clause, deleting scarlet fever 
and tularemia, and inserting purulent meningitis. He 
moved that such a revision be requested, Dr. Weston 
seconded the motion, and it was carried in the affirma- 
tive. 

“(5) Dr. Chappell moved that the delegates be in- 
structed to request revision of that portion of the plan 
whereby the physician is put in the position of social 
worker in trying to determine the economic status of 
the patient. The motion was seconded by Dr. Harvin, 
and carried in the affirmative.” I think there are some 
provisions in the new form that might be alleged to 
already meet that. 

“ (6) Dr. Paul Hopkins questioned the legality of the 
plan whereby a non-participating physician receives 
only 75% of full payment. He questioned whether or 
not patients purchasing the plan are so informed. 

“It was also suggested by Dr. Slocum and Lemmon 
that the 75% non-participation payment clause is 
wrong, and that delegates be instructed to inquire 
about a change in this clause.” 

Mr. President, I would like to present this in the 
form of a motion, suggesting as it was by our society 
by those of us who are delegates from the Columbia 
Medical Society, to the Committee on Blue Cross and 
Blue Shield for pertinent action. 

THE CHAIR: Thank you, Dr. LaBorde, this report 
will be referred to the reference committee on Insur- 
ance, Blue Cross and Blue Shield. But the Chair takes 
the liberty of suggesting that this subject be presented 
during the Special Order It is not exactly a special 
order of business because it is a special meeting, a 
meeting of the corporation on the South Carolina Medi- 
cal Care Plan and it is hoped that most of these prob- 
lems can be threshed out so that something definite 
can be presented at the meeting of the House of Dele- 
gates tomorrow. 

Are there any further resolutions or recommenda- 
tions? 

Dr. Willis Hood, of Greenville, recognized. 

DR. HOOD: Mr. President, I have here four (4) reso- 
lutions that have been favorably acted upon by the 
recent meeting of the Association of General Prac- 
titioners in Miami that I would like to present for con 
sideration by this group. The first is regarding the 
Charter of the International Atomic Energy Agency. 
“WHEREAS, a treaty has been proposed for the rati- 
fication of the Charter of the International Atomic 
Energy Agency, and 

“WHEREAS, such treaty, if ratified, would become the 
supreme law of the land, and 

“WHEREAS, such treaty would affectively eliminate 
the control by the United States of the distribution 
and use of atomic materials supplied by this country 
to said agency, and 

“WHEREAS, such materials could be allocated to 
enemy nations which could utilize them for military 
purposes. 

“THEREFORE, BE IT RESOLVED that we oppose 
ratification of this Charter. 

THE CHAIR: Those resolutions are different, maybe 
they better be assigned as they are made. And that 


one, we presume will go before the committee on Legis- 
lation and Public Relations. 

If there is any objection, or any other idea concerning 
that? 

All right, next. 

DR HOOD: I have two that are very similar regarding 
Federal subsidization of Medical Schools and other 
schools (reading) “Resolution on Federal Subsidiza- 
tion of Medical Schools. 

“WHEREAS, Proposals have been introduced into the 
Congress (S-1917, S-1922, HR-6874 and HR-6875) to 
provide federal aid for medical and dental school con- 
struction and expansion, and 

“WHEREAS, federal subsidy for medical and dental 
school construction and expansion inevitably would 
lead to federal control of medical education, and 
“WHEREAS, the control of medical and dental edu- 
cation is a right reserved to the States by the Con 
stitution. 
“THEREFORE, BE IT RESOLVED that we oppose 
federal subsidization of medical and dental schools.” 
And the other is similar opposing any federal sub- 
sidies for schools. 

THE CHAIR: Those also would go to the reference 
committee on Legislation and Public Relations. 

DR. HOOD (Continuing) The last one is a resolution 
on Medicare. 

“WHEREAS, the congress has implied that the pay of 
the uniformed services is inadequate to pay for medical 
care of their dependents, and 

“WHEREAS, Medicare was established by Congress 
in the attempt to provide more adequate medical care 
for the dependents of servicemen, and 

“WHEREAS, Medicare provides cash payments to doc 
tors and hospitals from public monies for services ren- 
dered the said dependents, such payments passing 
through the hands of a third party, and not being made 
directly by those who receive the benefits of said serv- 
ices, and 

“WHEREAS, physicians accepting such payments are 
regarded legally as entering into and accepting a con- 
tract with the government, and 

“WHEREAS, this system makes another large segment 
of our population look to the federal government for 
individual and personal benefits and protection, and 
“WHEREAS, the assumption of the responsibility for 
the care of the health of individual civilian citizens by 
the federal government represents paternalism, gov- 
ernment medicine, and by current definition “‘so- 
cialized medicine,” and 

“WHEREAS, we have gone on record on various oc- 
casions in the past as opposed to socialized medicine as 
destructive of the character of the recipients and of the 
quality of the services rendered. 

“THEREFORE, BE IT RESOLVED THAT THE 
South Carolina Medical Association, disapprove the 
system of Medicare as presently constituted. 

“AND BE IT FURTHER RESOLVED that the pres- 
ent plan of Medicare be abandoned and where Con- 
gress finds that the pay and allowances of members of 
the uniformed services is insufficient for them to meet 
the medical needs of their dependents that the Con- 
gress raise the pay of such members of the uniformed 
services by an amount considered adequate to provide 
such care and permit the individual servicemen to ob- 
tain medical care for their dependents in the same 
manner that other citizens of this county do.” 

THE CHAIR: That would also go to the committee 
on Public Relations. 

Thank you Dr. Hood. 

Are there any other resolutions or recommendations? 
Dr. Henry C. Robertson, of Charleston. 

DR. ROBERTSON: You did not rule out of order any 
recommendations or discussion of Blue Shield matters, 
did you, at this time? 
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THE CHAIR: There is no discussion of any motion or 
resolution at this time. Resolutions may be presented. 
DR ROBERTSON: This is actually a report of a com- 
mittee of the Charleston County Medical Society which 
was adopted in meeting of the Charleston County 
Medical Society with instructions that it be presented 
on the floor of the House of Delegates for purposes of 
discussion of these items before the reference com- 
mittee on Blue Shield. I think, probably the best way 
to present it is to read you the committee report. 
“Report of Charleston County Medical Society Blue 
Shield Committee. April 9, 1957. 

“The Blue Shield Committee feels that every effort 

should be made to have the Blue Shield continue to 

function in the interest of patient and physician. 

They feel it is a very important public relation unit 

between doctor and patient and that its “service bene- 

fits are designed primarily for the low income patients 
whom the Medical Profession is pledged to serve re- 
gardless of their ability to pay, and whose interest 
medicine has always been proud to protect” (Pages 

3 and 4 of new manual). 

The Committee feels that in an effort to eliminate 

previous deficits, the Plan has 

1. Decreased payments for the more common ailments 
and increased payments on less common ailments. 

2. Increased the income bracket beyond its original 
intent for service to the low income groups. 

3. Restricted and penalized the participating phy- 
sicians in attempting to balance the budget. 
Among the complaints and recommendations con- 

sidered by the Committee are: 

1. The feeling that a single plan with a maximum of 
$4,000.00 should be continued, because a higher 
maximum penalizes the participating physicians 
who would normally get a more equitable fee on 
a non-Blue Shield basis; also, a greater maximum 
takes the Plan out of the so-called lower income 
group as originally specified and intended. 

2. The allotted fee does not nearly approach the aver- 
age medical fee in many instances. 

3. Some office procedures do not pay sufficiently to 
cover expense involved. 

1. In several cases there is a wide variation of fee 
paid for same treatment in different anatomical 
structures, namely, drainage of abscess of scrotum 
$20.00, and vulva, $4.00 (Page 23 of Manual). 

5. In conjoined medical and surgical cases, medical 
payments stop after surgery even though medical 
services continue to be needed. 

6. Patients do not seem to be adequately informed as 
to whether the Blue Shield is a service benefit or in- 
demnity plan. 

7. Patients often believe that their whole bill should 
be paid on medical conditions as well as on sur- 
gical or obstetrical conditions. 

8. Having patients sign the claim forms is unneces- 
sary red tape, and a burden to both patient and 
physician and the physician's office force. 

9. A comparison of Blue Shield premiums and pay- 
ments with Blue Shield of other state and com- 
mercial companies would be of assistance in evalu- 
ation of the Plan by participating physicians.” 

Mr. President, this was what we were instructed to 
present for consideration. 
THE CHAIR: Thank you Dr. Robertson. Again at- 
tention is called to the fact there will be a meeting of 
the Corporation of the South Carolina Medical Care 
Plan and it is hoped that a great deal of this can be 
threshed out, and digested to some extent before it is 
passed on to the reference committee and then back 
again here in the morning. That will be referred 
naturally to the committee on Insurance, Blue Cross 
and Blue Shield. 

Any further? Dr. Miles. 
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DR. LOUIS S. MILES (Summerville): My delegate 
from Dorchester County is not here and as President 
of the Dorchester County Association I was asked to 
bring these matters to the attention of the gentlemen: 
“The physicians of Dorchester County have formu- 
lated a resolution which is based on the agreement that 
the Blue Shield has stipulated that the doctors sign. 

“We are so thoroughly opposed to this that our reso- 

lution is: 

1. That the present agreement be withdrawn and if 
any such agreement is entered into that it be re- 
vised fairly and carefully. 

2. And that part of the hospital and physician's serv- 
ice report that we have to make is an inquisition 
into the income of a patient,—as we are not called 
upon to inquire into a person's private affairs, as 
a physician, and we request that that be deleted. 

3. Further regarding the business of what the Blue 
Shield sells to the people; our group is in accord 
with the phrase in the application for Blue Shield, 
whereby a person can choose any physician he 
wants and shall not necessarily be required to 
choose a participating physician, therefore, we are 
resolved that Page 8 of the Manual be deleted, as 
it shows a great unfairness to any doctor of medi 
cine, and is shows discrepancy between the patient's 
agreement and the physician's agreement.” 

rHE CHAIR: Thank you Dr. Miles: That likewise 
will go to the reference committee on Insurance, Blue 
Cross and Blue Shield. 
Are there any other resolutions or recommendations? 
If not, we come to the heading of Reports of Officers. 
Is Dr. Richard Johnston, the vice-president, present? 
(Dr. Johnston was not present) Dr. Guess, the past 
president, will you take the Chair, while I give my 
report? 
DR. GUESS (Presiding): We will now receive the re- 
port of the President of the House of Delegates. 
DR. PRIOLEAU: (This report appeared in the June 
issue of the Journal). 
(Only one recommendation made as follows: We 
recommend the establishment of a Committee on Medi- 
cal Care by the Medical College.) (Applause) 
THE CHAIR: This report of the president will auto- 
matically go to the reference committee on Council 
and other officers. His report included a recommenda- 
tion in that a committee on Medical care by the Medi- 
cal College be set up by this House. That particular 
portion of the President's report involves an amend- 
ment to the Constitution or By-Laws, as the case may 
be, and that is referred to that reference committee, 
that particular portion of his report. 

DR. CAIN (Recognized) Mr. President, that was a 

special committee, I believe he said, it is not a perma- 

nent committee, it doesn't need to be referred to by- 
laws. 

THE CHAIR (Dr. Guess) The Chair is in error, and 

instead of that recommendation going to the Refer- 

ence Committee on Amendments to the Constitution 
and By-Laws it will be considered by the Reference 

Committee on Reports of Officers, and Council. 

DR. PRIOLEAU (Resuming the Chair), Thank you 

Dr. Guess, ever so much. 

The next order is the report of the Executive Sec- 

retary. 

Mr. Meadors. He is not present, we will come back to 

that. 

The next is the report of the Secretary, Dr. Wilson. 

DR. ROBERT WILSON: (This report appeared in 

the June issue of the Journal). 

(Applause) 

THE CHAIR: Thank you, Dr. Wilson. Dr. Wilson's 

report, as a whole, will go to the Committee on Re- 

ports of Council and Other Officers, but one portion 
of his report is a recommendation that would properly 
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go to the committee on Amendments to the Consti 
tution and By-Laws. 

(The part referred to is as follows) “. I would 
further suggest that a small amount of the dues of each 
member, perhaps $5.00 a year be set aside in a perma- 
nent fund for the building of a headquarters of the 
Association as some time in the future.” 

THE CHAIR: The report of the Treasurer, Dr. Stokes: 
DR. HOWARD STOKES: Mr. President, fellow mem- 
bers of the House of delegates, this is the report of 


Trust Company 
Bank of Florence 


Receipts: 
Statement of Revenue 
and Expenses 
Interest Earned on 
Investment Accounts 
Withholding Taxes 


$ 5,966.28 
500.00$ 6,466.28 


72,206.25 


660.00 
87.96 





the Treasurer from January I, 


1956. 


1956 to December 31, 


South Carolina Medical Association 
Florence, South Carolina 
Statement of Revenue and Expenses 
January 1, 1956 to December 31, 1956 


Revenue: 
A. M. A. Dues 
Membership Dues 
Subscription Dues 
Advertising 
Interest Earned 
Directory of Members 
Miscellaneous 


Gross Revenue 


Less-Ex penses: 

A. M. A. Conventions 

Regional Meeting 
Expense 

Dues and Subscriptions 

News Letter 

Heat, Lights, Water and 
Fuel 

Insurance 

Miscellaneous Expenses 

Office Supplies 

Journal Printing and 
Expenses 

Rent 


Salaries: 
Editor 
Director of Public 
Relations 
Secretary and Others 


Postage 
Felephone and 
Telegraph 
Travel Expense 
President's Office 
Expense 
Public Relations 
Expense 
Refunds and Transfers 
Taxes 
A. M. A. Dues 
Naturopathy 
Audit and Legal 


Fotal Expenses 


Excess of Expenses 
Over Revenue 


$29,385.00 
20,298.00 
3,637.00 
18,265.77 
87.50 
$35.23 
197.75 


$72,206.25 


393.47 


161.69 
74.40 
183.91 
277.25 
69.40 
941.79 
331.82 


19,193.01 
820.00 


$1,800.00 

8,200.00 

8,459.23 
----—— 18,459.23 
327.10 


811.05 
1,378.17 


.200.00 


944.26 
429.87 
389.00 
29,385.00 
1,782.05 
1,366.50 


$11,012.72 


South Carolina Medical Association 
Florence, South Carolina 
Statement of Receipts and Disbursements 
January 1, 1956 to December 31, 1956 


Balance on Hand, January 1, 1956: 


Guaranty Bank and 
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Collections—Accounts 
Receivable 

Transfer of Savings 
Bank Account to 
Checking Account 


362.50 


7,500.00 80,816.71 


Total 87,282.99 
Less-Disbursements: 


Expenses, Per Statement 83,218.97 


Withholding Taxes 641.15 
Furniture and Fixtures 717.23 
Interest Earned on 

Investment Accounts 660.00 
Cash on Hand 


195.00 


85,432.35 


Total 


Balance, December 
31, 1956 $ 1,850.64 
Represented by: 
Guaranty Bank and 
Trust Company 
Bank of Florence 


$ 1,350.64 
500.00 
Balance S$ 1,850.64 
I want to thank the House of Delegates and the in- 
dividual members for their continued cooperation and 
particularly the county secretaries who have done such 
a bang-up job in notifying members and collecting 
dues, and also, of course, our very efficient executive 
secretary and his good staff. (Applause) 
THE CHAIR: Thank you, Dr. Stokes, this report goes 
to the Committee on Reports of Council and other 
officers. Needless to say, this also is being considered by 
the Council. 
The Editor of the Journal, Dr. Waring? 
DR. J. I. WARING: Mr. President, members of the 
House of Delegates, the editor’s report is brief. (See 
the Journal, June 1957). (Applause) 
THE CHAIR: Thank you, Dr. Waring, this report 
will go to the committee on Council and Officers. 
The report of the Chairman of Council, Dr. Cain. 
(Dr. Cain was not present) He was here just a minute 
ago, we will skip that report for the time being, and 
will have the report of the Delegates to the American 
Medical Association, Dr. Weston and Dr. George D. 
Johnson, Dr. Weston. 
DR. WILLIAM WESTON: Mr. President, fellow dele- 
gates, I am glad you started to use this stand, it gives 
me support and the other object looked too much like 
a hand grenade. (Applause) 


REPORT ON ACTIONS OF THE HOUSE OF 
DELEGATES, AMERICAN MEDICAL 
ASSOCIATION 
105th ANNUAL MEETING JUNE 11-15, 1956, 
and 10th CLINICAL MEETING 
NOVEMBER 27-30, 1956 
Dr. Dwight H. Murray, in his inaugural address at 
the June Meeting of the A. M. A. stressed the most 
important factor necessary in the medical profession 
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today when he declared “what we need most in medi- 
cine today is to find some way of combining modern 
scientific methods with the personal, friendly touch of 
the old-time family doctor.” 

Dr. Walter L. Bierring of Des Moines, Iowa, was the 
recipient of the 1956 Distinguished Service Award of 
the A. M. A. for his long and outstanding contributions 
to medicine and humanity. Dr. Bierring, a past presi- 
dent of the A. M. A., was honored for his achievements 
in the fields of public health and medical examining 
board work. 

Among the major subjects acted upon by the House 
of Delegates at the June Meeting were hospital ac- 
creditation, evaluation of graduates of foreign medical 
schools, private practice by medical school faculty 
members, federal aid to medical education and prema- 
ture publicity on new drugs. A detailed report of the 
actions on these subjects was published in the Sep- 
tember 1956 issue of The Journal of The South Caro- 
lina Medical Association, so 1 shall not give a lengthy 
discourse on these activities. 

Dr. David B. Allman, surgeon of Atlantic City, N. J., 
was chosen unanimously as president-elect for the 
coming year. 


The subject of greatest interest at Seattle November 
27-30, 1956, was the proposed ten-section revision of the 
Principles of Medical Ethics which was originally sub- 
mitted at the Annual Meeting im June. The House 
of Delegates decided to refer the matter back to the 
Council on Constitution and By-Laws for further study 
and consideration. It was decided that at least four 
topics needed more specific attention. ‘These are: 
(1) Division of fees; 
(2) The dispensing of drugs and appliances; 
(3) The corporate practice of medicine; 
(4) Greater emphasis concerning the relationship be- 
tween physicians and patients. 
It was recommended that The Council on Constitu- 
tion and By-Laws complete this study at least six 
weeks prior to the June 1957 session and the new ver- 
sion be published in The Journal of the American 
Medical Association in order that all interested phy- 
sicians might have an opportunity to comment thereon. 
Veterans’ Medical Care 
The House endorsed in principle the following para- 
graph suggested by the Council on Medical Service: 
“With respect to the provision of medical care and 
hospitalization benefits for veterans in Veterans Ad- 
ministration and other federal hospitals that new 
legislation be enacted limiting such care to veterans 
with peacetime or wartime service whose disabilities 
or diseases are service-incurred or aggravated.” 
General opinion was that non-service disabilities or 
diseases should be treated by local physicians. 
Radioactive Isotopes 
The House rescinded the June, 1951, action, which 
limited the hospital use of radium and radioactive 
isotopes to board-certified radiologists, and approved 
a more liberal policy statement. Under this new policy 
there should be a duly appointed Committee on Ra- 
dium and Artificially Produced Radioisotopes of the 
hospital professional staff. This committee should in- 
clude, but not necessarily be limited to, the following 
qualified physicians: a radiologist, a surgeon, an in- 
ternist, a gynecologist, a urologist and a pathologist. 
Continuous study of the problems of radiological safe- 
ty control in the use of radium and its products and 
artificially produced radioactive isotopes for diagnostic 
or therapeutic purposes was recommended. 
Hospitalization for Alcoholics 
The Council on Mental Health urged hospital ad- 
ministrators and the staffs of hospitals to look upon 
alcoholism as a medical problem and admit patients 
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who are alcoholics to their hospitals for treatment 
after due examination, investigation, and considera- 
tion of the individual patient. 
Dr. Edward M. Gans of Harlowton, Montana was 
chosen as the 1956 General Practitioner of the year. 
It has been a privilege and an honor to be one of your 
representatives to the A. M. A. 

Respectfully submitted, 

William Weston, Jr., M.D. 
THE CHAIR: Any further report from Dr. Johnson? 
DR. JOHNSON. Mr. President, I have some notes here, 
but I think Dr. Weston has covered enough of it; al! 
of this appeared in the Journal. (Applause) 
THE CHAIR: Thank you, Dr. Johnson. That report 
will be referred to the Committee on Miscellaneous 
Business. 
We shall revert now to the report of the Executive 
Secretary, Mr. Meadors. 
MR. M. L. MEADORS: Mr. President, members of the 
House of Delegates. (Applause) 

REPORT OF THE EXECUTIVE SECRETARY 
Your Association, during the past twelve months, has 
continued its progressive and constructive activities, 
begun with the launching of the Ten Point Program 
nearly 13 years ago. Its growth has been gradual but 
steady, and of equal, if not greater importance, is the 
forward-looking view of its leaders, and the coopera- 
tion of the membership generally in dealing with mat- 
ters of medical economics. South Carolina remains 
abreast of organized medicine in other states. 

A total of 1,213 members paid dues to the state or- 
ganization in 1956, including 14 Junior members. 
There were in addition, 150 Honorary members and 
13 members in the Armed Services, making a total in 
good standing of 1,376. An impressive factor is the 
large number of young men who join the Association 
each year (62 in 1956 — 53 already this year). The num- 
ber of these from year to year is a healthy and pro- 
gressive phase of the Association’s development. The 
number of South Carolina doctors who join the 
A. M. A. is, likewise, notable. Last year 1169 of our 
members paid dues to the A. M. A. In 1957 we have 
already received dues to the state Association from 
937 members, of whom 905 also paid their dues to 
the A. M. A. 

Last year, for the first time, the expense in connection 
with publication of the Journal of the Association 
exceeded the revenue from advertising. The total 
received last year from advertising was $18,265.00 while 
the printing and other expenses in connection with the 
Journal amounted to $19,193.01. It is true, of course, 
that $3.00 of the $20.00 annually paid to the State 
Association by each of its members is designated as 
subscription price to the Journal, and when this 
amount is added to the revenue from advertising, there 
is a small balance on the entire operation. Printing 
costs, like the cost of everything else, have increased 
rapidly and almost astronomically within the past 
several years. In addition to the greatly increased costs 
of printing, much of our advertising now is in color 
which is very expensive, but of course it is necessary 
in order to keep our customers happy and keep abreast 
of developments along this line. 

A comparison of the same figures ten years ago will 
illustrate the change that has taken place. According 
to the receipts and disbursements for the year 1946, 
just ten years earlier, the total received for advertising 
in the Journal was $11,765.00, and for the same year 
the printing costs amounted to only $5,145.51. While, 
therefore, the returns from advertising have increased 
approximately fifty per cent, the costs of producing 
the Journal in the same length of time has more than 
tripled—it has almost quadrupled. Receipts from mem- 
bership dues and subscriptions, the return from the 
annual $20.00 payment in 1946 amounted to $16,293.00, 
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representing some 814 members. Last year the paying 
membership had increased about 400 since that time, 
and the activities of the Association have expanded 
in easily the same or greater proportion. In addition 
to the vastly increased activity and work of the Asso- 
ciation for itself and its members within the State, has 
been that involved in the collection of dues to the 
American Medical Association. The amount of dues 
handled by the Treasurer’s office and that of the Ex- 
ecutive Secretary for the A. M. A. each year amounts 
to approximately 25% more than the amount of dues 
collected for the State Association. 

Other developments within the past decade, all of 
which have been financed out of the income from the 
$20.00 dues and profit from the printing of the Journal 
are these: publication of the Newsletter, publication of 
the Woman's Auxiliary Bulletin (quarterly); subsidy 
to Woman’s Auxiliary at the rate of 50c per member of 
the Medical Association; publication bi-annually of the 
Directory, containing the name and address of each 
member, his date of birth, place and date of gradua 
tion from medical school, specialty, and telephone num- 
ber. 

In January of this year, the Executive Office was 
moved to a more suitable and convenient location in 
a modern building at 309 West Evans St. in Florence. 
Since the last meeting, the validity of the Legislative 
Act outlawing the practice of naturopathy in South 
Carolina has been fully upheld. The Supreme Court of 
the State, which heard the matter on Monday of Con- 
vention week in 1956, sustained the Act in an un- 
animous opinion a few months later. The naturopathic 
organization obtained an injunction against enforce- 
ment of the law pending an appeal to the Supreme 
Court of the United States. That high tribunal in a 
memorandum opinion filed in December of last year, 
refused to hear an appeal, holding that the subject 
was one clearly within the rights and jurisdiction of 
the State Courts and Legislature and that no new issue 
was raised warranting a hearing before the Supreme 
Court of the United States. 

Many of the naturopathic practitioners, seeing the 
handwriting on the wall had already left and others 
departed after the Court’s decision. Some, however, are 
still in the State, and, according to our information, 
are attempting to pursue some sort of practice. As of 
the present time, there has been no official move on the 
part of the Attorney General's office to enforce the 
repeal statute, but it is hoped that this will develop 
soon after the adjournment of the General Assembly. 
Immediately before and following its opening in 
January, rumors were rife to the effect that an effort 
would be made to pass a bill granting renewed author- 
ity for licensing naturopaths on a limited scale. We 
know definitely that an effort was made to obtain sup- 
port for such a move, but actually no bill was intro- 
duced. The rumors, however, may have been the reason 
why the Attorney General has not so far acted officially 
to enforce the law. The matter has caused us some 
concern, but officers of the Association are not in 
position to take any steps directly to bring about en- 
forcement of the act. In the event of continued failure 
of action on the part of State officials, we recommend 
that the matter be brought directly to the Governor's 
attention with the request that, acting in his capacity 
as Chief Law Enforcement Officer of the State, he direct 
the necessary steps by the SLED to have the Act com- 
plied with. 

Other legislative activity has been in connection with 
the Bill designed to broaden still further the rights of 
optometrists. At a special Council meeting on Jan- 
uary 28, it was officially decided to actively participate 
with the South Carolina Society of Ophthalmology and 
Otolaryngology in its effort to defeat the bill, and, 
pursuant to the action then taken, we have cooperated 


fully in the effort. A public hearing was arranged be- 
fore the Judiciary Committee of the House of Rep- 
resentatives, which had the bill under consideration, 
at which time the President of the Association, Dr. 
Prioleau, and other officials, appeared in a_ strong 
presentation of the reasons why the bill should not be 
enacted. The measure remained in Committee from 
that time until late in April when it was finally re- 
ported out favorably with an amendment, the effect 
of which would largely nullify the real intent of the 
bill and leave largely to the discretion of physicians 
and registered nurses, the matter of referral of patients 
for eye care. 

When the bill was reached for consideration by the 
House, attention was called to the fact that one of that 
body’s rules which requires printing in full of any 
section of the Code of Laws which is sought to be 
amended, had not been compiled with and the bill 
ended then and there. It was reintroduced, however, 
the following week, and again referred to the Judiciary 
Committee, where it still is. Another public hearing 
has been requested, and we are informed that the 
Judiciary Committee, which meets today, may at this 
time fix the date for this further hearing. Under the 
circumstances, it is safe to say that the bill will not be 
passed this year if it is passed at all, and there is good 
prospect that it may not get out of the House of 
Representatives in 1957. 

Other measures apparently having some bearing upon 
the practice of medicine have been carefully examined 
and referred to the Legislative Committee, Dr. Frank 
C. Qwens, Chairman, but none has seemed to warrant 
activity either pro or con on the part of the Asso- 
ciation. 

lurning to other phases of our activity, last fall our 
office cooperated actively and fully in the dissemination 
of information pertaining to the “Medicare” program, 
and in the preparation for its presentation to Council 
and to the House of Delegates in a called meeting last 
November. Following that meeting, and as one of those 
designated, we went to Washington with Drs. Prioleau, 
Cain, and Siegling, for the purpose of the successful 
negotiation of the “Medicare” contract with the United 
States Government. The program went into effect 
December 7, 1956, and since that time we have con- 
tinued in contact with it. Numerous inquiries by mem- 
bers of the Association concerning the program are re- 
ceived and answered. Several amendments or requests 
for information for the purpose of framing amend- 
ments of the contract, have been received from Wash- 
ington and forwarded to the proper officials of the 
Association for attention. 

In January, along with Dr. Charles N. Wyatt, chairman 
of the Poliomyelitis Prevention Committee, we at- 
tended a meeting in Chicago of representatives from 
the medical associations in all the states and terri- 
tories for the purpose of activating a plan for mass 
inoculation with Salk vaccine, and upon our return 
cooperated with the committee in the publicity and 
plans for getting the campaign under way in South 
Carolina. 

Also in January, and immediately preceding the Chi- 
cago meeting, we attended a very interesting and in- 
formative session in New York, arranged by the Health 
Insurance Council, to which a small number of the 
executive secretaries of medical associations in the 
East were invited. Various problems shared by the 
Health Insurance industry and the physicians were dis- 
cussed and methods explored for increasing still further 
their mutual understanding, and toward developing 
and maintaining more cordial relations between the 
two groups. Of particular interest to us and to the 
medical profession was the report of progress which had 
been made by the Insurance Council in the develop- 
ment of uniform claim reporting. The ever-expanding 
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work of this kind resulting from the rapidly and con- 
stantly increasing number of people with health in- 
surance make this a matter of extreme importance to 
the profession. We hope to cooperate in further meet- 
ings with the health insurance people along this same 
line. 
On February 24 a conference for county medical society 
officers was held in Columbia. It was the first attempt 
at a meeting of this kind in South Carolina and per- 
haps left much to be desired, but we believe it was a 
favorable start in the right direction. The purpose was 
to acquaint newly-elected county officers, particularly 
the secretaries and treasurers with the activities of the 
county societies, especially the nature of the admin- 
istrative work involved in the collection of dues and the 
co-ordination of efforts of the Association generally, 
through the county societies. Discussion of the ap- 
proaching Salk vaccine campaign was included on the 
program and presented by Dr. Charles N. Wyatt, chair- 
man of the committee, and Dr. Francis Sackett of 
Miami, who related the experience with a similar pro- 
gram there. A fair number of counties were repre- 
sented, but the conference could have been much more 
significant and worthwhile with fuller attendance. 
Present plans are for another conference next spring, 
and we solicit the cooperation of the delegates in urging 
attendance and participation by the county officers in 
your respective areas. 
The usual meetings were attended, correspondence 
carried on, and business of the Association conducted. 
The exhibit spaces were sold and arrangements made 
for the annual meeting, and the printing of the pro- 
gam supervised. 
In addition to the administrative work of the Asso- 
ciation, we are glad to report a considerable increase in 
the number of occasions on which we have been called 
upon for legal opinions and legal advice in connection 
with various facets of the Association’s work. By and 
large, it has been a busy and we think a successful 
year. We wish to express our sincere appreciation to 
Dr. Wm. H. Prioleau, President, Dr. J. P. Cain, Jr., 
Chairman, the other Councilors, Dr. Wilson, Secretary, 
and Dr: Stokes, Treasurer of the Association for the 
consideration and cooperation in every instance in con- 
nection with the work of the Executive Office. 

Respectfully submitted, 

M. L. Meadors 
THE CHAIR: Thank you, Mr. Meadors, this will be 
referred to the Committee on Miscellaneous Busines 
Now, we will hear the report of Chairman of Council, 
Dr. Cain. 
DR. JOE CAIN: Mr. President, members of the House 
of Delegates. 
In making this report of Council to the House of 
Delegates, I should like to review briefly the organiza- 
tion of the Council of the South Carolina Medical 
Association and its function. As you know, the Council 
of the South Carolina Medical Association is a body 
composed of a councilor from each of the nine medical 
districts of the state. The president of the state Asso- 
ciation, the president-elect of the state Association, the 
immediate past-president of the state Association, the 
vice-president of the state Association, the treasurer of 
the Association, the secretary of the state Association, 
and the executive secretary of the state Association. In 
addition are the two delegates to the American Medi- 
cal Association, the trustee of the American Medical 
Association, the editor of the Journal, and the presi- 
dent of Blue Shield. The Council, as you know, serves 
as the executive committee of the state Association. It 
is the finance committee in charge of fiscal matters. Its 
business is to take care of whatever problems arise 
pertaining to the South Carolina Medical Association 
during the time when the House of Delegates is not in 
session. It has authority to act for the Association dur- 
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ing this interim period, and at its discretion can re- 
quest the president of the Association to call a full 
meeting of the House of Delegates to consider any 
special problems which the Council feels should be 
passed on by the entire body rather than this limited 
executive group. 

I wish to commend this Council to you. You should 
be very proud of the men whom you have chosen to 
represent you on this executive body. Without ex- 
ception, each member of Council has given unstintingly 
of his time and talents in the administration of your 
business. I have never asked a member of Council for 
help that he did not respond wholeheartedly and with 
a conscientious realization of his responsibility to the 
state Association. 

As chairman I have found this a very stimulating 
group with which to work. They are not a bunch of 
“yes” men, rather when they take hold of a problem, 
they go into it from every angle and consider every 
possible detail as it might affect our Association either 
pro or con. After a matter is thoroughly discussed and 
a vote is taken, it is often unanimous—but not always 
so. However, no matter what the vote, we feel that 
each councilor has voted his honest conviction and that 
he has done what he thinks best for the Medical Asso- 
ciation of South Carolina. 

It is with considerable regret that the chairman has 
accepted the resignation of Dr. Hiram Morgan, coun- 
cilor of the third district for several years, because of 
ill health. Dr. Morgan will certainly be missed on the 
Council, and we wish for him a speedy recovery from 
his recent illness. 

The activities of Council during the current year have 
included: 

Financial: The fiscal year of the Association was 
changed to January Ist so that it would correspond 
to the calendar year of the Association and the annual 
payment of dues. It was felt that in this manner a more 
business-like administration of the financial affairs in 
the Association could be accomplished. Accordingly, no 
budget was adopted at the state meeting last year, but 
‘his was postponed until the November meeting of 
ouncil at which time a budget for the 1957 year was 
dopted. It was noted by the treasurer’s report given 
at this meeting that the present dues of $20 per year 
were not now adequate for the expenses in a modern 
medical organization such as ours. For several years 
the dues have not been enough to cover current ex 
penses; however, up until this year there has always 
been a profit derived from advertising in the Journai 
which was added to our general fund which has tided 
us over, and at times has enabled us to put a few 
thousand dollars per year into our surplus account. 
However, because of increased cost of printing, we find 
that the advertising in the Journal now just barely 
pays its printing and administration cost. As a result, 
we have a deficit of some four or five thousand dollars 
this year, and in order to cope with this situation, two 
courses were possible: 1. To cut expenses of running 
the Association approximately $5,000 per year, or, 
2. To increase the dues in order to raise this addi- 
tional amount. 

In view of the fact that our Association now is at the 
most active phase in its long history—carrying on pro- 
grams and dozens of different categories related to 
public health and medicine throughout the state of 
South Carolina and nationally through the American 
Medical Association, it was felt that to take away any 
of our present program would be to detract from and 
diminish the effectiveness of the South Carolina 
Medical Association. Accordingly, the Council felt un- 
animously that an increase in dues should be recom- 
mended to the House of Delegates at their next meet- 
ing. As you know, this item was brought before the 
called meeting of the House of Delegates in November 
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and by vote of that body, Council was instructed to 
carry on by utilizing whatever surplus funds were 
necessary until the May meeting at which time the 
subject of increasing dues could be thrashed out. This 
is the policy which has been followed, and at this 
meeting, we are to determine how much our dues 
should be increased. 

Medicare: One of the most important issues that 
Council had to consider this year was the entering 
into of a contract between the South Carolina Medical 
Association and the United States Government for the 
care of dependents of military personnel on active 
duty. At our meeting in November, plans were made for 
our entering into this Medicare program, and a fee 
schedule was set up for presentation to the House of 
Delegates for its approval. Council also nominated a 
negotiating committee to be composed of Drs. John 
Arthur Siegling, W. H. Prioleau, and J. P. Cain, Jr., 
along with Messrs. M. L. Meadors and William Sandow. 
These recommendations were made to a called meeting 
of the House of Delegates in November at which time 
the fee schedule as set up by Council was approved as 
was the negotiating committee who were given au- 
thority to act. This committee went to Washington 
November 13th and conferred with Army authorities at 
that time, and concluded, we feel, a very satisfactory 
contract between the Government and the South Caro- 
lina Medical Association. 

Civil Defense: The Council Committee on Civilian 
Defense under its able chairman, Dr. Charles Wyatt of 
Greenville, has made great strides in the organization 
of this project from a medical standpoint throughout 
the state. Physicians have been appointed in each dis- 
trict who are to supervise the work of other physicians 
who have been appointed in each county to carry on 
the medical phase of civilian defense. According to Dr. 
Wyatt, he plans to have three 200-bed mobile hospital 
units in South Carolina, one of which has already been 
secured and is set up in Greenville. 

Buck Pressly Memorial: On November Ist at the 
annual Founders Day at the Medical College, the 
Council Committee on the Buck Pressly Memorial 
presented a bronze plaque to the Medical College of 
South Carolina with appropriate exercises. This plaque 
is to be hung in the library of the Medical College in 
honor of this physician, who, although not a graduate 
of the Medical College of South Carolina, was one of the 
state’s most outstanding physicians. He was active in 
our Association work and was president in 1941. His 
service to his state and county was recognized in 1948 
when he was chosen Family Doctor of the Year for the 
United States by the American Medical Association. 
I wish to thank this Committee, of which Charles 
Wyatt was chairman, for doing a very excellent job. 
Publicity: The status of our publicity man, Mr. Fran- 
cis B. Taylor, was brought up, and it was left with the 
discretion of the publicity committee as to the ar- 
ranging of financial matters with him. Council noted 
the very excellent coverage of the South Carolina 
Medical Association at its last annual meeting by Mr. 
Taylor, and also several special articles written and 
printed throughout the state during the year—par- 
ticularly those on civilian defense and the Salk vac- 
cine program. 

Legislative: Cognizance of a directive by the House of 
Delegates adopted on May 10th, 1955, concerning the 
stand to be taken by the state Medical Association in 
opposition to an amendment to the Optometrist Bill 
now in the state Legislature was taken and plans were 
promulgated to actively present our view opposing 
this amendment to the state Legislature. A special 
committee of Council composed of Drs. Howard Stokes 
and Tully Gressette were named to work with the 
South Carolina Ophthalmological Association in order 
to work out the best possible opposition to this amend- 


ment. Mr. M. L. Meadors was instructed to actively 
participate in this project and to work with Mr. Wil- 
liam Prioleau of Columbia, attorney, who had already 
been retained by the South Carolina Ophthalmological 
group. Public hearings were requested on this bill 
when it was in the House of Representatives at which 
time the officers of the state Association and other in- 
terested physicians stated the Association’s case to the 
Judiciary Committee of the House. The bill has had a 
rough passage in and out of committee. At the time 
this is being written, it is back in committee, and what 
the final outcome will be this year, we do not know 
at this time. 

On December 20th of last year the Supreme Court re- 
fused to hear an appeal by the South Carolina Naturo- 
pathic Association from the Act which was passed last 
year repealing the Naturopathic Licensing Law in 
South Carolina, and in effect, outlawing the practice of 
Naturopathy in this state. 

This was a very satisfactory culmination of a very hard 
fight which was carried through two stormy sessions 
of the state Legislature and was appealed to the state 
Supreme Court from whose ruling the United States 
Supreme Court refused to deter. The South Carolina 
Medical Association is to be commended for its per- 
sistence in ridding the state of such medical cults. 
Polio Vaccination: Going along with the American 
Medical Association recommendation that a concen- 
trated effort should be made on the state level to have 
all people under 40-year of age inoculated with Polio 
vaccine, a committee was appointed by chairman of 
Council along with the president of our state Associa- 
tion to carry out this project. This committee was 
composed of Drs. William M. Bryan, Jr., G. S. T. 
Peeples, Walter M. Hart, Bachman Smith, and Charles 
Wyatt, Chairman. 

(At the conclusion of his report Dr. Cain stated:) 
Mr. President, I have in addition to this report a 
number of resolutions passed by council to be recom- 
mended to the House of Delegates. 

THE CHAIR: Take them up one at the time, so that 
I can place them in the proper committees. 

DR. CAIN: The first recommendation is: (Reading) 
“1. That the dues to the association be increased from 
$20.00 to $30.00.” 

THE CHAIR: That would go to the Constitution and 
By-Laws Committee. 

DR. CAIN: 

“2. That an additional $10.00 be included and ear- 
marked for the American Medical Education Founda- 
tion.” 

THE CHAIR: That would also go to the Constitution 
and By-Laws Committee. 

DR. CAIN: 

“3. We recommend the appointment of a special com- 
mittee to serve for one year and then to be made a 
standing committee, if found advisable, to be called 
the Committee on Medical Care by the Medical Col- 
lege to consist of eleven members, one from each dis- 
trict and two additional members from the first district, 
appointed by the President of the association. It shall 
review all aspects of medical care by the Medical Col- 
lege and shall report to council and to the House of 
Delegates at the next annual meeting.” 

THE CHAIR: That would be referred to the Commit- 
tee on Miscellaneous Business. (Later the Chair stated 
this report would be referred to the Committee on Re- 
ports of Council and Officers when Dr. Lynch called 
his attention to the fact that a similar recommenda- 
tion (in President’s report) had been so referred.) 
DR. CAIN: (Continuing recommendations) 

“4. That a special committee be appointed to be called 
a liaison committee with other professional groups to 
consider matters pertaining to public relations with 
pharmacists, dentists, nurses and other related groups. 
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The committee is to consist of five members with the 
executive secretary as ex officio. The committee is to be 
appointed by the president for a period of one year. 
THE CHAIR: That will go to the reference committee 
on Legislation and public relations. 

DR. CAIN: (Continuing his recommendations) 

“6. The Committee on Public Health it is recom- 
mended that the Committee on Public Health, that is 
the standing committee of the Association, take over the 
duties of the special committee on polio prevention and 
that the present Polio Prevention Committee be dis- 
charged.” 

THE CHAIR: That shall be referred to the committee, 
Public and Industrial Health. 

DR. CAIN: (Reading) 

“7. It is recommended by Council that “Be it resolved 
that the South Carolina Medical Association endorse 
the efforts of the State Committee on Adoptions in its 
concern for better child adoption laws, believing that 
the health and emotions of these unfortunate children 
and their new parents should be safeguarded by ade- 
quate medical examinations before the approval of 
the adoption.” 

FHE CHAIR: That would be referred 
mittee on Miscellaneous business. 

DR. CAIN: Council recommends a change in the By 
Laws, as follows: 

‘5. That if a vacancy exists on council because of the 
death, extended illness or other incapacity of a coun- 
cilor, that the council may appoint an alternate coun- 
cilor from that district to serve until the next meeting 
of the House of Delegates.” 

TrHE CHAIR: That recommendation will be referred 
to the committee on Constitution and By-Laws. 

Thank you Dr. Cain. 

That ends the reports of officers. 

Now, under the heading of Standing Committees—a 
great many of these reports have been published. In 
such cases, unless there is some reason to read them 
again, it is suggested that they not be read again but 
that the Chairmen of those various committees make 


to the Com- 


any additional remarks. 

First is the Committee on Scientific Program, Dr. Wm. 
C. Cantey, Chairman. (Dr. Cantey stated he had no 
further report.) Thank you Dr. Cantey for an excellent 
job. 

The next, the Committee on Legislation and Public 
Relations, Dr. F. C. Owens, Chairman. (Dr. Owens 
stated he had no further report.) Thank you Dr. 
Owens. That report will be referred to the Reference 
Committee on Legislation and Public Relations. 

The Committee on Public Health, Dr. Chapman, 
Chairman. Apparently no further report and that will 
go to the Reference Committee on Legislation and 
Public Relations. 

The Memorial Committee, Dr. Thackston, Chairman. 
Apparently no further report and that will wait until 
tomorrow. That would go to the Committee on Mis- 


cellaneous Business, if there is any reference that is 
needed. 
Ihe Committee on Maternal Welfare, Dr. Lawrence 


Hester, Chairman. Apparently that has been published 
and there is no further report, and that would go to 
the committee on Public and Industrial Health, unless 
there is some other disposition desired. 

The Committee on Infant and Child Health, Dr. R. B. 
Josey, Columbia, Chairman. No further report on that 
and that would go to the Committee on Public & 
Industrial Health. 

The Committee on Cancer, Dr. Pettit, Chairman. 
DR. HAROLD PETTIT (Recognized): I have just a 
brief report to make. 

1,343 new cancer patients were seen in the I] State 
Aid Cancer Clinics during the calendar year 1956. 639 
or 50% of these 1,343 new cancer cases have localized 
disease. If you eliminate the early skin cancer cases 
from the number of new cancer cases it is interesting 
to note that 30% of the white males, 46% of the white 
females, 24% of the colored males and 30% of the col- 
ored females had localized or early cancer. 

Listed below are the 10 most common types of new 
cancer cases treated in males and females, showing the 


MALES 
rYPE rOTAL LOCALIZED Y% LOCALIZED 
1. Skin 153 140 92 
2. Respiratory System 60 16 27 
3. Other Sites 54 10 19 
4. Buccal Cavity & Pharynx 54 31 57 
5. Prostate 50 x 16 
6. Urinary Organs 28 12 13 
7. Esophagus 26 5 19 
8. Stomach 25 4 16 
9. Leukemia 19 0 0 
10. Rectum 15 3 20 
FEMALES 
rYPE TOTAL LOCALIZED Y LOCALIZED 
1. Cervix 252 104 40 
2. Skin 156 146 93 
3. Breast 148 55 38 
4. Other Sites 39 15 40 
5. Buccal Cavity & Pharynx 32 18 55 
6. Fundus 25 14 56 
7. Ovary 25 2 8 
8. Leukemia 18 0 0 
9. Stomach 17 2 1] 
10. Esophagus 16 5 31 
11. Urinary Organs 16 10 62 
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total number of cases and the number of localized 
cases. 
THE CHAIR: Thank you, Dr. Pettit. Dr. Pettit’s re- 
port on the Cancer Committee would go to the Com- 
mittee, Public & Industrial Health. (The Chair stated 
that the numbers of the Committee's listed on the 
blackboard do not correspond with the numbers of 
those same committees in the program.) 
The Special Committees — unless there are further 
Standing Committees which we have overlooked. If 
so, please let us know. 

SPECIAL COMMITTEES 
Committee on Veterans’ Medical Care, Dr. Thackston, 
Chairman. Dr. Thackston? (Apparently not present) 
Those reports have been distributed and if there are 
no further reports that would be referred to the Com- 
mittee on Miscellaneous Business. 
The Committee on Historical Medicine, Dr. Waring, 
Chairman. (Dr. Waring stated there was no further 
report) D. Waring’s report will be referred to the Com- 
mittee on Miscellaneous Business. 
The Committee on Medical and Hospital Insurance 
Contract, Dr. J. P. Cain, Chairman. 
DR. CAIN: (Recognized): Mr. President, I would like 
to preserve the opportunity for making an up-to-date 
report tomorrow when this comes up for general dis- 
cussion. I have a further report to make, no resolutions, 
but just a report, that I think would be interesting. 
THE CHAIR: The report of this committee will be 
referred to the committee on Insurance, Blue Cross 
and Blue Shield. 
The Committee on Rural Health, Dr. Marshall Ben- 
nett, Chairman. Apparently no further report, that 
would be referred to the Committee on Miscellaneous 
Business. 
rhe Committee on Indigent Care, Dr. Ben Miller. 
Dr. Miller states that the report is completed and that 
will go to the Committee on Miscellaneous Business. 
We will have to distribute some of them; we can’t place 
them all. 
The next is the Medical Advisory to the Crippled 
Children’s Society, Dr. Waring. No further report and 
that shall go to the Committee on Public and In- 
dustrial Health. 
The Committee on Advisory Council to the Women’s 
Auxiliary, Dr. Owen B. Ravenel, Chairman. No further 
report, any report from Dr. Ravenel would go to the 
Committee on Miscellaneous Business. 
The Committee on the Care of the Patient, Dr. Byerly, 
Chairman. Dr. Byerly was only recently appointed 
Chairman and I don’t know if he would have a report. 
Should there be any report there it would go to the 
Committee on Public and Industrial Health. 
Ihe Committee on Coroner and Medical Examiners, 
Dr. Gilland, Chairman. No further report, or no re- 
port — any report would go to the Committee on Mis- 
cellaneous Business. 
The Committee on School Health, Dr. Paul. No fur- 
ther report, that would go to the Reference Committee 
on Public and Industrial Health. 
The Committee on Medical Education Foundation, Dr. 
R. L. Crawford, Chairman. (Dr. Crawford stated there 
was no further report) No further report, that had 
better be referred to the Committee on Amendment to 
Constitution & By-Laws for the reason that there has 
been some idea of incorporating that in the dues, 
whether or not the dues should be added to, or not. 
The next is the State Advisory Committee on Poliomye- 
litis, Dr. Weston, Chairman. (Dr. Weston stated there 
was no further report) That will be referred to the 
Committee on Public and Industrial Health. 
Next the Committee on Industrial Health, Dr. Hughes, 
Chairman. (Dr. Hughes stated he had no further re- 
port) That report would also go to the Committee on 


Public and Industrial Health. 
The Committee to make recommendations regarding 
practice by graduates of non-recognized medical schools 
and foreign physicians in this country on a temporary 
basis, Dr. Cantey, Chairman. (Dr. Cantey stated he had 
no further report) That report of that committee will 
be referred to the committee on Miscellaneous Busi- 
ness. 
The Mediation Committee, Dr. Roderick Macdonald, 
Chairman. That report was read, no further report, 
that should go to the Committee on Miscellaneous 
Business. 
The Steering Committee for Handicapped Children, 
Dr. Mayer was representative at Columbia, I don’t 
know if that is serving as a Committee, is it, Dr. 
Mayer? (Dr. Mayer stated it was not serving as a com- 
mittee) Not serving as a committee, just representation 
on that. 
Medical Advisory Board to the South Carolina Indus- 
trial Commission, that has been re-appointed, as fol- 
lows, but there is no committee report on that. 
Now, are there any further special Committee reports? 
DR. EDWARDS (Greenville)— (Recognized) 
Mr. Chairman, fellow members of the House of Dele- 
gates, your special committee charged with the respon- 
sibility of reviewing the present fee schedule for serv- 
ices rendered under the present Workman's Compen- 
sation Law has reviewed the present schedule with 
much detail. This committee is of the opinion that a 
large number of the fees as they now appear in the 
present schedule, which was adopted in November of 
1950, are quite adequate and no revision is justified, 
however, in many others it is felt that possibly a mod- 
erate adjustment upward is indicated. This, the report 
of this committee is contained in the revised schedule. 
I will not go into this report in detail now, but this 
committee, appointed by your President, will submit 
this report at this time. 
PROPOSED AMENDMENTS 

fO INDUSTRIAL FEE SCHEDULE 
1. Office Visit—$5.00 (first visit) 
2. Medical Testimony—appearance at the place of 
industrial hearing, with or without testimony—$35.00 
for first hour and $35.00 for each additional hour or 
fraction thereof. 
3. Testimony by deposition—$24.00. 
4. Delete the word “biopsy” from the listing of “Au 
topsy & Biopsy”—$50.00 to $100.00. 
5. Therapeutic paracentesis—joint, 
cyst, tendon or tendon sheath—$10.00. 
THE CHAIR: Thank you, Dr. Edwards. That report 
will be referred to the Committee on Public and In 
dustrial Health. 
It is called to the attention of the Committee Chairmen 
that there are no extra copies of these reports. You are 
requested to get them from the April issue of the Jour- 
nal, There are four or five around, to our knowledge 
—Dr. Waring has several and if any others have copies 
of this Journal we would appreciate it if they would 
make them available either to me or to Dr. Wilson 
so that the Committee Chairmen can get them. 
It is nearing the time for the meeting of Corporation 
of the South Carolina Medical Care Plan. 
We call your attention to the fact that the reference 
Committees place of meeting and time is stated on the 
blackboard and that any one may appear before a 
reference committee. 
Is there any further business? Dr. Lynch. 
DR. KENNETH LYNCH: Mr. President, I would like 
to ask for some guidance on one matter that has been 
referred. In the President’s report the suggestion of a 
committee from the Association to relate in some way to 
the medical care by the Medical College was referred 
to Committee No. 2 (Reports of Council and Officers). 


bursa, ganglion, 
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And the same recommendation occurred in the report 
of Council and that was referred to Miscellaneous 
Business, as I understood it. Could we clarify that, 
that is all the same. 

THE CHAIR: Thank you, Dr. Lynch for calling at- 
tention to that. That will be corrected and both of 
those reports, which are essentially the same will be 
referred to Committee No. 2, Reports of Council and 
Other Officers. Thank you. 

Are there any other discrepancies, errors or omissions? 
If not, if there is no further business the meeting stands 
adjourned. 

SPECIAL ORDER—Tuesday, April 30, 1957—4:30 P.M. 
THE ANNUAL MEETING OF THE CORPORA- 
TION, THE SOUTH CAROLINA MEDICAL CARE 
PLAN—Dr. J. Dechard Guess, President, Presiding. 
THE CHAIR: Gentlemen, as you know, you are sitting 
as the Corporation of the South Carolina Medical 
Service Plan. By reason of the enabling act the dele- 
gates to the House of Delegates of the South Carolina 
Medical Association compose the corporation and we 
might use the word corporation synonymously with the 
term stockholders of any corporation. Actually you, the 
corporation, own and operate under the by-laws pro- 
vided by you, the operation of this plan. And, since 
you do, it is your prerogative as the corporation or as 
the stockholders to direct your Board of Directors to 
carry out your wishes. It is further your privilege to 
amend the by-laws under which the board operates. 
Those are specific mechanisms that lie within your 
prerogative as members of the corporation. So that, this 
afternoon there will be an opportunity, in due time, 
for you to offer resolutions that will express your 
wishes with regard to the operation of the plan. 

Let me explain what the mechanism of this particular 
meeting will be. Because of the fact that there are a 
great many problems that, no doubt, you have to bring 
before the meeting we are going to first of all dispose 
of a matter of business, namely the election of mem- 
bers to fill the vacancies on the Board and get that 
aside. That is a necessary part of this business this 
afternoon. Then, after we have done that I will pre- 
sent my report as President of the board to you and 
that will be followed by the report of the Executive 
Director. And following that there will be an oppor- 
tunity for the Chairman of Council to make any re- 
marks, extended or otherwise, that he may wish. That 
will put before you the principal trend of business. I 
might say, that we want to come before you for general 
discussion. So that following those reports, if there is 
no objection from the corporation, itself, we will re- 
solve ourselves into a “Committee as the Whole” for 
informal discussion of the various matters that have 
been presented in these three (3) reports and for any 
other matters that you have on your mind; and during 
that sitting, as a “committee as the whole” the .cor- 
poration extends to any and every member of the South 
Carolina Medical Association the privileges of the floor. 
We want to hear what you have to say, if you have 
something to say. We want you to feel perfectly free 
to express your views, your satisfactions, your dissatis- 
factions, and what not. 

After you have finished that discussion, and I might 
say that so far as we are concerned you may take as 
long or as short a time as you want, there is no ad- 
journment hour fixed for this meeting. A motion to 
adjourn is in order at any time. If you get tired why 
that can be done, after we have resolved ourselves from 
the “committee as the whole” or if at any time you 
wish to declare a recess, why that motion is in order 
and we will recess to such time as it is your pleasure. 
I want you to understand that mechanism of the op- 
eration of this meeting in the beginning so that you 
will know whether to leave and come back or whether 
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to go and stay gone, or whatever is your pleasure. 
We welcome those who are not members of the cor- 
poration to the meeting. 

The first thing on the order of business are the minutes 
of the last annual meeting. Those minutes have been 
published in the Journal and I could briefly summar- 
ize them for you. They recounted the election of men 
to fill the vacancies on the board; they amended the 
by-laws to provide for the president of the state medi- 
cal Association, or the Chairman of the Council of the 
Association and for the President of the South Caro- 
lina Hospital Service Plan and Blue Cross to be ex 
officio members of the board and to increase the 
board membership in such other particulars and then 
they heard the reports of myself and the executive 
director. Do you want those minutes read or will you 
approve them as published. 

(Motion was made that they be approved as pub- 
lished, this was seconded, there was no discussion, the 
motion passed and it was so ordered.) 

The following members of the Board have an expira- 
tion of their terms of election at this meeting: 

They are: 

Dr. J. Howard Stokes Dr. V. Wells Brabham 

Dr. C. R. F. Baker Mr. T. R. Gilhooley 

Dr. J. Hal Jameson Mr. J. M. Owens 

There are six vacancies. Under the by-laws, under 
which we operate, nominations of individuals to fill 
these vacancies is the prerogative of Council. You don't 
have to elect the nominee of Council, you can reject 
and then it is thrown back on Council to provide other 
nominees or fill the vacancy as an interim appointment. 
Dr. Cain are you prepared. (Dr. Cain was not in the 
room and Dr. Guess decided he would go on with his 
report and perhaps interrupt his remarks to take care 
of that business). 

THE CHAIR: To introduce my report I want to state 
that I appeared before Council this morning at the 
request of Council to present a report to them of our 
various actions and difficulties. Under the by-laws the 
Council has a perfect right to hear what we have done 
and to act in an advisory capacity upon the actions of 
the Board of the Plan. 

I am very happy to be able to report that the Council 
received me and the report very very kindly. I sit as a 
member of Council, they could hardly have done 
otherwise, perhaps. They gave my report a very at- 
tentive hearing and although I had not planned to 
present that particular report to you this afternoon, the 
Council requests me to do so and I will do that in a 
moment. 

Mention was made this afternoon and I believe a reso- 
lution was introduced into the House of Delegates 
asking for the abolition of the program of Medicare 
that has been instituted by the armed forces and which 
we are cooperating with. There is no doubt about it 
that Medicare is the biggest step towards socialized 
medicine that this country has experienced. There are 
doctors in South Carolina who have used the expres- 
sion that Blue Cross and Blue Shield have held before 
the profession the bugaboo of socialized medicine pro- 
vided those two plans fail. I want to tell you gentle- 
men that I do not believe that that is a bugaboo. As 
a matter of fact we get closer to socialized medicine 
almost from day to day and if you will allow me to 
express my personal opinion with regard to a projec- 
tion of the future, so far as the system of medical care 
in this country is concerned, I would like to say that 
as I see it, Blue Cross and Blue Shield have postponed 
a system of socialized medicine in this country. It is 
possible that those things are probably the only two 
positive things that the medical profession has been 
able to offer. I believe that they have postponed it up 
until now. I believe further that if Blue Cross and 
Blue Shield fail, and I am not talking about South 
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Carolina, of course, if Blue Cross and Blue Shield fail 
there will occur, first of all an increase in the rates 
charged by commercial companies, a further exercise 
of selection of risks, which commercial companies are 
already doing, both of which result in two classes of 
population being left out of the insurance system, first 
the truly indigent and second the so-called white collar 
man, or the middle income group. They will be left out 
first of all because of the fact they will not have the 
money to pay the premiums that will be demanded, and 
secondly, and rather importantly, so many of that 
group do not work in large labor groups and it is the 
large labor groups that the commercial companies 
particularly appeal to. 

I believe that when that happens that the hospitals 
will find themselves in a plight somewhat similar to 
what we were in before Blue Cross was instituted some 
twenty-five years ago, and I believe that we doctors will 
find ourselves somewhat in the plight that we were 
in in 1932. Many of you are too young in practice for 
you to remember that time; we had a call meeting 
of the House of Delegates of the South Carolina Medi 
cal Association to determine what action we could take 
on an assessment of $25.00 per member to the A. M. A. 
to help fight socialism and at that time there were 
sitting in this room quite a number of doctors who 
were having such a hard time trying to practice and 
not getting or collecting enough money to pay their 
professional expenses, and there were men among us 
who would have welcomed at that time a system of 
governmental medicine. 

I believe a similar plight will come to the doctors and 
I believe that when that time comes there will be a 
demand on the part of the people who do not have the 
money to furnish medical care such as they have be 
come accustomed to, that the government step into the 
breach and provide that care. 

Let me tell you that the trade association, one of the 
trade associations, maybe both of them, of the insur 
ance companies, the commercial insurance companies 
of America have as their avowed objective this yea 
the destruction of Blue Cross and Blue Shield. They 
made an offer to a man very active in Blue Cross work 
to head-up their program, their destructive program 
we might call it, and offered him a magnificent salary. 
They wanted him because he was a capable man and 
more than that they wanted him because he knew 
Blue Cross philosophy and Blue Cross operation. I am 
very happy to say he rejected the offer, though he no 
doubt needed the money, but he did reject the offer. 
But that program is going ahead. 

I feel like, that so far as the doctors and hospitals are 
concerned that we owe a social obligation, but that in 
paying that social obligation we will be performing 
the function that will be to our own personal interest, 
the interest of ourselves and the hospitals to see that 
Blue Cross and Blue Shield nationally do not fail. 

So far as South Carolina is concerned and this could 
be spread out to the entire country there are two o1 
three things that will kill Blue Cross and Blue Shield. 
First, it can be priced out of the market so that the 
very people who need it most will not have the money 
to pay for it. Second, they can fail to offer the kind of 
coverage and the breadth of coverage that the people 
demand. And, as far as South Carolina is concerned 
and as far as our own Blue Shield is concerned, ow 
plan can be killed perhaps more simply and easily by 
the withdrawal of the support by the doctors. It is 
true that if we do not maintain a roster of at least 50% 
of the regular licensed doctors in this State the le- 
gality of our operation can be challenged and we can 
be forced to liquidate simply by failure of maintaining 
a roster of at least 50% as participating physicians. 
To kill Blue Cross in our state all that is necessary 
is for the hospitals to withdraw their support from 


the plan. 
It is the feeling of the Blue Shield board that ow 
standard contract, that is the contract that offers serv 
ice benefits in surgical cases and in obstetrical delivery, 
that that standard contract is not appealing to the 
people with family incomes of more than $5000.00 and 
there are many of them in this state at this time. 
It is our feeling further that that economic group, 
with an income of less than $4000.00 can not maintain 
the operation of the Blue Shield program satisfactorily 
It is our feeling that we have to broaden our appeal 
especially so in the light of increasing industrializa 
tion of our state. Further as industries move in we must 
be in a position to participate in National Accounts, 
which are usually negotiated by the home office, out 
side of South Carolina and frequently by negotiation 
between management, the insurance carrier, and labor. 
Labor unions frequently force management to write 
contributory contracts with the insurance carrier. 
If we stand still as we have very largely done in the 
last year and a half or two years, if we stand still we can 
wither on the vine, no doubt about that. Now, I want 
to proceed to my written report which I gave to council, 
but before I do, Dr. Cain, we would like to act on the 
nominees of Council to fill the vacancies which I have 
already announced, in our Board. 
DR. CAIN: The Council for the South Carolina Medi 
cal Association has nominated the following people for 
membership on the Board of Directors for Blue Shield 
Dr. C. R. F. Baker Dr. J. Hal Jamison 
Dr. William Prioleau Mr. Capers Peterson 
Dr. Cathcart Smith Mr. J. H. Epting 
THE CHAIR: Thank you, Dr. Cain. Perhaps you 
would like to know something, particularly about 
these two lay people who have been nominated by 
Council. Of course, Dr. Baker is to succeed himself, 
Dr. Prioleau is to succeed Dr. Wells Brabham, who has 
asked to be allowed to retire from the board; Dr. 
Cathcart Smith is to succeed Dr. Howard Stokes, who 
has also asked to be allowed to retire from the board; 
Dr. Jamison is to succeed himself; Mr. Peterson is from 
Greenwood, S. C., and is nominated to succeed M1 
I. R. Gilhooley who has moved from the state. M1 
Peterson is head of the insurance department of 
Greenwood Mills. Mr. Howard Epting of Leesville, 
S. C. has been nominated to succeed Mr. J]. M. Owen, 
who was associated with the Darlington Mill, which 
has gone out of existence, as you know. Mr. Epting is 
owner of Epting Distributing Company and president 
of Carolina Chemical Company; a director of South 
Carolina National Bank; a director of the South Caro- 
lina Gas and Electric Company. 
You have heard the nomination of Council to fill these 
vacancies, will you vote on them as a group or will you 
vote on them individually, what is your pleasure? 
(Motion was made by Dr. Parker that they be voted on 
as a group and make it unanimous. This motion was 
seconded. There was no discussion. The motion to 
vote on the nominees as a group passed.) 
THE CHAIR: We will vote on them as a group, the 
nominations are before you. Those in favor of the 
election of this group before you make it known by 
saying “aye”. (No one voted to the contrary.) Appar 
ently they have been unanimously elected. I might say 
that I think that is a fine group of men to be on your 
board and we are particularly glad that the two lay 
people have been nominated and have said that they 
would serve. 
Now, this is the report that I made to Council this 
morning that they asked me to make to you 
(President's Report is read) 

(See the Journal, June 1957) (Applause) 
THE CHAIR: Thank you, I appreciate the applause 
Now, it is my pleasure to introduce to you Mr. William 
Sandow, Jr., who many of you heard last year and 
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whom some of you have seen and heard in your county 
societies and whom I hope you will see far more 
frequently in your county societies and special groups. 
He will present his report which will be a continua- 
tion of the discussion of the difficulties of the plan and 
some of the things that you are worried about. Mr. 
sandow. 

Report of Mr. William Sandow, Jr., Executive Direc- 
tor, SOUTH CAROLINA MEDICAL CARE PLAN. 
MR. PRESIDENT, Members of the South Carolina 
Care Corporation, and Guests: Once again may I ex- 
press to you my appreciation for the opportunity of 
having an audience with you? There is no group to 
whom I am more anxious to speak nor to whom it is 
more important that I speak—representing as you do 
botn the medical profession and the Corporate Mem 
bership of the South Carolina Blue Shield Plan. 
Contrary to my usual practice and personal preference 
in making a report, I have written my remarks in 
toto. | mention this fact for two reasons; one is to em- 
phasize the degree to which I feel that this is a most 
serious and perhaps crucial meeting for both Blue Cross 
and Blue Shield and two, to insure as fully as possible 
both a complete and precise presentation. Unless I am 
successful in communicating to you now on this very 
occasion the gravity of the situation which faces these 
Plans, there may not be another meeting such as this a 
year hence. As a matter of fact, only last Sunday, a 
specially called joint meeting of the Boards of Directors 
of both Blue Cross and Blue Shield was held. The basic 
discussion which took place revolved around a serious 
consideration as to whether or not—in the light of the 
current situation and past history—some of which I 
will touch upon in the course of my remarks—these 
Plans could continue to operate in any semblance of 
the form that they are supposed to take and still re- 
main solvent. 

The issue of course ultimately remains to be deter- 
mined; however, the Boards approved a course of ac- 
tion which I think in all realism has better than 
average possibilites for success. Although the expecta- 
tion of success was the greatest reason for continuation, 
recognition of the very serious implications and poten- 
tially dangerous consequence of failure was also a very 
compelling force. It is imperative that each of you as 
individuals understand and appreciate fully the gravity 
of this situation, for it is you—each one of you indi- 
vidually and your colleagues in medical practice—who 
in the final analysis will exercise a significant and direct 
influence on the final outcome. 

The time has come for a basic understanding of some 
fundamental principles. Although I shall attempt to be 
as politic as possible, I feel that I should warn you that 
to some of the things which I am going to say you may 
not agree. They may even disturb you. In anticipation 
of this, let me assure you that the spirit which prompts 
these remarks is one that is best intentioned and comes 
from an honest and sincere dedication to Blue Cross 
and Blue Shield—not solely as organizations but also as 
representative of a fundamental philosophy and a be- 
lief in a particular way of life. May I say in passing that 
this spirit permeates our whole organization. Several 
of us in the Plan have adopted South Carolina as our 
home and have come to feel that your Blue Cross and 
Blue Shield Plans are likewise ours. It is in this con- 
text that the combined experience of many years in 
several different Plans, located in widely separated 
parts of the country, is striving with sustained intensity 
to develop Plans of which this State can be justly proud 
and in turn benefit. 

Blue Cross and Blue Shield are not just another in 
surance company. We are part and parcel of you. This 
meeting is proof positive of that. You are the Blue 
Shield Corporate Membership sitting in official session. 
I am reporting to you as one of your employees. Blue 
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Shield looks to you—the medical profession of South 
Carolina—for direction, guidance, and control. This is 
as it should be, for Blue Shield is the only Plan based 
upon the recognition that medical care is the problem 
of the medical profession. Blue Shield alone is com 
mitted entirely to the proposition that the physician, 
being the one who is face to face with the treatment 
of the individual, and being the one who is most 
intimately acquainted with the immediate possibilities 
in the advancing field of medicine, should be the one 
in charge of the program of medical care based upon 
the voluntary initiative of the general public. 

I make this particular point for two reasons. 

1. To emphasize that Plan Administrative Management 
clearly recognizes and believes in the source from 
whence our direction and control should come, and 
2. To suggest that it is dangerous if the doctor be 
comes too exclusive a proprietor of Blue Shield. 

It should be remembered that it is after all the sub- 
scriber who pays the membership dues, and the sub- 
scriber is interested in Blue Shield, not as the Doctor's 
Plan, but as the Patient's Plan, created and serviced by 
the doctors. The necessity that Plan Boards take the 
public interest into account on every issue may some 
times give the superficial appearance of ignoring the in- 
terest of the profession with the result that some may 
conclude that these are no longer the physicians’ own 
plans. For those few who in a negative approach have 
built a system of fear, there should be a logical evalu- 
ation of the greater alternative dangers. 

I feel quite certain that all of you present here today 
are aware of the changes which were recommended 
and approved by the Board of Directors and for which 
your cooperation was solicited through the process of 
renegotiation of the participating physician's agree- 
ments. Although a majority of the Plans’ participating 
physicians have signed and returned the new agree- 
ment, a number of physicians have written, telephoned, 
or talked to us personally and had questions, critical 
comments, and in some cases, violent indignation. The 
remarks made ran a full spectrum of possibilities. I 
know that many of you are anxious to discuss specific 
questions or raise particular points. Let me say that I 
am most anxious to have a completely frank and open 
discussion to clear up any questions, doubts, or misgiv- 
ings, but in order to have a discussion truly meaning- 
ful—and what is even more important—harmonious, I 
think that there are some facts with which you should 
be acquainted. 

Although, as I have indicated, such specific critical re 
action as there was in regard to the changes in the 
program varied quite widely, in general the comments 
grouped themselves into three general categories: 

1. The way in which the changes were made. In other 
words, the sequence and timing of the changes, their 
announcement and the opportunity for consideration on 
the part of the individual physician. 

2. Questions as to why some of the things that were 
done, were done. 

3. Issues taken with Blue Shield itself. In this category 
there were released some pent-up feelings which had 
apparently been existing for some time. It is good that 
these have at last been brought out. 

In regard to the sequence and timing with which the 
various changes were handled may I assure you that the 
Board of Directors of the Plan were motivated to 
swift action by financial exigencies and certainly not 
by any wish to put any individual in the position of 
“buying a pig in a poke”, or to resort to trickery in 
asking a physician to sign a contract without allow- 
ing him to see the fee schedule beforehand. Such 
charges have been made. I should like to reemphasize 
this point and make it perfectly clear that there was no 
deliberate attempt to put through a program sight un- 
seen or to wrest the control of the Plan from properly 
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constituted authority. The compelling pressure that 
forced hurried action makes itself most apparent with 
a review of the income and expense by month for the 
Plan over the last fifteen month period. I should like 
to call your attention to Exhibit I which shows income 
and total expense by month for the past fifteen months, 
The Plan had over that period a net operating loss in 
excess of one hundred thousand dollars. Something had 
to be done and done quickly to correct this serious 
financial drain. One possibility, of course, as possibil- 
ities go, was that of raising membership dues. This al- 
ternative was rejected for the time being as containing 
disasterous consequences for both Blue Cross and Blue 
Shield—particularly so, since Blue Cross itself had just 
had a rate increase. 

rhe fact that the possible course of Blue Shield action 
was related to what Blue Cross had done is a point 
which needs some amplification. It is important to 
realize that the general public thinks of Blue Cross and 
Blue Shield together. Expenditures for prepaid health 
care are considered in terms of totals and not as in- 
dividual amounts. The fact that Blue Cross and Blue 
Shield are not easily separated—either in the minds of 
the public or their effect one upon the other—is of 
necessity an operating consideration. The exhibit to 
which I have already referred you also shows Blue 
Cross’ experience and from now on both Plans will 
really be considered together in my report. 

But to return to my original point about the alterna- 
tive of increasing rates. The Board was further 
concerned with this possibility because the member- 
ship dues which the Plan was charging should have 
been sufficient to sustain the benefits being offered. 
Actually the charges were eq'al to, or in some cases, in 
excess of those charged by other Plans for fairly com- 
parable benefits. Despite this we were still operating at 
a loss. Even if rates could have been raised, the Board 
felt that further analysis of the situation was necessary, 
for to offset basic defects that might exist by the ex- 
pedient of a rate increase is no real solution to a prob- 
lem but rather a dangerous postponement. 

In making a broader analysis of the problem that first 
point of inquiry was the fee schedule itself. The fact 
that what was nominally a one-hundred and fifty-dollar 
schedule was losing money at an attendant member- 
ship fee which should have been sufficient to sustain 
a fee schedule of somewhat higher top limits was 
puzzling. In comparison with the $300 schedule of the 
Michigan Blue Shield Plan, it developed that the 
South Carolina schedule had a relative rating of 78 
per cent. In theory at least, the $150 schedule should 
have been 50 per cent of the $300. The only conclusion 
that could be reached was that the scheduled amounts 
for the minor procedures were not in relation to the 
amounts scheduled for the major procedures. The 
problem this created was not one solely of unbalance 
but in part underlay the deficit operation. As evidence 
of this it was found that in the year 1956 58 per cent 
of all surgical claims paid by the Plan were for amounts 
less than $25 and yet represented 23 per cent of the 
total payments made for surgery. So far in 1957, claims 
of $25 or less, represent 65 per cent of total claims and 
constitute 24 per cent of the total paid. Although these 
figures may carry with them several implications, the 
fact remains that a significant portion of the Plan's 
outgo is not providing for the public a prepayment 
plan that is truly effective insofar as taking the impact 
out of fairly sizeable unforeseen medical expense is 
concerned. To expend resources, if you will, on a 
large volume of relatively insignificant items is not 
truly using this prepayment mechanism according to 
its original concept, or maximum effectiveness. More- 
over, the Plan itself sustains a high administrative cost 
by paying great numbers of claims in which the 
amounts involved are only slightly more than the 


administrative cost of handling them. It is not neces 
sarily being suggested that this range of care should be 
curtailed, or eliminated, but it should be carefully 
watched and properly used. 

In any event, since it was clear that the fee schedule 
was a contributing factor in the deficit financial opera- 
tion as well as being basically a somewhat inefficient 
use of funds, and could potentially become more so, the 
Board of Directors considered a correction of this situa- 
tion as necessary quite apart from the deficit problem 
and adopted the relative value fees schedule as a 
solution. 

Although most all seem to accept the basic premise 
underlying the Relative Value concept as sound, there 
has been some exceptions taken to the individual values 
of some procedures. The Board recognized the neces- 
sity of complete review, and if necessary, adjustment. 
Plans for this review are already under way and will be 
completed as soon as possible. 

Actuarial computation showed that the relative value 
schedule written at $2 per unit, or a $200 schedule, 
could be sustained by the current membership rate and 
this was adopted for the $4,000 service contract. Here 
too, the Board recognized that adjustment might be 
necessary although perhaps for other reasons not im- 
mediately desirable. In any event serious consideration 
is already under way as to possible alternatives, but 
certain other factors are involved which I will discuss 
in a moment. 

In general, however, it should be emphasized that the 
whole thought behind these modifications was to make 
the South Carolina Blue Shield Plan operate more 
nearly in accordance with basic Blue Shield philosophy 
which is to provide protection where protection is 
most needed, and to do so with a certain amount of 
financial stability. Some liberalizations of the sub- 
scriber’s contract have also been made toward this ob- 
jective. If the primary objective of these changes had 
been to decrease payments to physicians, a very direct 
means of achieving this was available to the Board; 
namely, proration of physicians’ payments. But since 
this was not the basic objective, it was not done. The 
long range course which the Board has taken is to 
revise the program so as to be more fundamentally 
sound while concurrently instituting a payment level 
which will grant a temporary reprieve from a serious 
financial drain that was further jeopardizing an already 
weak financial position. The whole program was in- 
stituted with the full understanding and expectation 
that the schedule itself was to be reviewed as soon as 
possible and adjusted as necessary, plus consideration 
given to raising the dollar value as other circumstances 
warranted. 

At the same time the $2 per unit schedule was ap- 
proved, the Board considered a $3 per unit schedule, 
with corresponding increased in items of care other 
than surgery, to be offered on a $6,000 family income 
service basis. 

Although this benefit and service pattern was being 
considered primarily at the request of the national Blue 
Shield Commission for use in national accounts, it was 
thought a progressive step to offer such a program for 
local accounts. The reasoning behind this was recogni- 
tion of the principle that to be truly effective, service 
income levels—and as a corollary, of course, fee sche- 
dules—must be kept realistic in terms of the practical 
economics of the day. Although Blue Shield originally 
started out to be a program aimed primarily at making 
medical care available to those who were either econom- 
ically or medically indigent, several circumstances have 
changed to the extent that the Blue Shield mechanism 
is necessary for more than just the indigent. Today's 
competition for the individual's dollar is now so severe 
that it is exceptionally difficult for all but the relative- 
ly well-to-do to pay for the unforeseen costs of medical 
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care out of current income, because of the degree to 
which incomes have been so completely pre-committed 
in essentially a credit economy. 

The offering of a better contract and a better fee 
schedule of course had some sales advantages too. In 
effect such a new contract would put into being a 
higher fee schedule at a higher rate, but on a voluntary 
sold and bought basis rather than as the result of a 
take it or get out rate increase. 

There was another and perhaps even more important 
reason for suggesting the adoption of this better fee 
schedule. We are facing and have faced for some time 
severe competition on the part of commercial carriers. 
Since these companies have little interest in the com- 
munity aspect of the provision of health care and are 
in a primarily money-making enterprise, they have 
ostensibly a price advantage from the fact that they 
can select their risks and ignore the medical needs 
of the total community. If, however, an individual can 
obtain service benefits from the community plan only, 
it is to his advantage to remain in a community plan. 
Good risks realize that indemnity plans pay only a 
portion of the bill. They will remain with the com- 
munity plan if the community plan can give service 
benefits. Service benefits attract to, and retain within, 
the community plan those good risks who would other- 
wise seek dollar advantages elsewhere. 

rhis is the reason why it is necessary not only to pro- 
vide service benefits in your community plan, but also 
necessary to provide service benefits to a representative 
group of your community. You must make certain that 
the good risks in the middle-income group do not 
leave the community plan. If service benefits are made 
available only to a small group of low-income people, 
it will retain within a community plan the good risks 
and the poor risks of the low-income group, but those 
good risks of the middle-income who do not benefit by 
service benefits will be attracted to competition. Since 
higher proportions of good risks are in the middle- 
income groups, it is necessary to make service benefits 
available to them also. For without the good risks of 
the middle-income group, the good risks of the low- 
income groups cannot balance the poor risks of the 
low-income group. 

Service benefits were developed initially to protect the 
patient—they were desired by the patient. Now by con- 
tinuing to protect and benefit the patient, they can be 
used by doctors to protect the plans and in turn them- 
selves. 

How service benefits attract and hold persons in com- 
munity plans is demonstrated by figures published by 
the Health Information Foundation. A recent bulletin 
of theirs states that when it comes to hospital insurance, 
more than one-half the population is enrolled and the 
coverage is divided almost equally between Blue Cross 
and the private insurance companies. In spite of the 
attractions offered by private insurance companies to 
good risks, Blue Cross has been able to retain one- 
half in its community plans. However, in the instance 
of surgical and medical insurance, the private insur- 
ance companies’ enrollment exceeds that of Blue 
Shield. In the absence of effective service benefits in 
some Blue Shield Plans, the private insurance com- 
panies have been able to attract away from the Blue 
Shield community plans more than half the persons 
covered for surgical and medical insurance. 

In geographic areas where effective service programs 
are dominant, the enrolment percentage of Blue Cross 
and Blue Shield is the greatest. In other areas, where 
indemnity, or low-service benefit Blue Shield plans 
predominate, the private insurance companies have 
been able to enroll more people than Blue Cross and 
Blue Shield and thus have taken many good risks away 
from the community programs. 

The concept of service benefits to retain persons in a 
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community plan is working right now—it has worked 
for years—and it can continue to grow in importance. 
It has worked for Blue Cross—it is recognized by Blue 
Cross and the hospitals. 

Some doctors think you need experimentation — that 
competition is good — and for this we need — and 
doctors should support — many plans. But that simply 
is not so. 

In the long run, the overwhelming majority of Ameri- 
cans, excepting only those in the upper income brack- 
ets, are not going to be satisfied with any program that 
is not operated on a service benefit basis. his point, if 
true, poses a challenge to the Plans to bring levels of 
compensation to the physician up to a true average 
for the people within the economic levels for whom the 
service benefit program is to be provided. 

We must remember that people buy health insurance 
not to assure themselves of good health—not to assure 
themselves that they will be attended by physicians— 
but to insure themselves against having to make sub- 
stantial payments out of current income for the medi 
cal services they may require. People buy insurance to 
avoid having to pay for the event against which they 
are to be insured. The indemnity approach alone, with- 
out committment on the part of the doctor to refrain 
from making additional charges, even to low income 
patients, will not—in my opinion, be sufficient perm- 
anently to forestall social action. 

Dr. Charles Hayden, M.D., executive director of Massa- 
chusetts Blue Shield Medical Service has an interesting 
and different observation to make regarding service 
benefits and I quote: 

“I am acquainted with the arguments for and against 
service benefits. I have also had considerable experience 
administering a service benefit plan. In my opinion, a 
medical care plan cannot be effective unless it provides 
service benefits for a significant portion of its member- 
ship. I say this, not because I believe that service bene- 
fits are necessary to protect Plan members, but because 
I believe that service benefits help honest conscientious 
physicians protect themselves from less scrupulous col- 
leagues. 

“It is my conviction, gained through experience, that 
where finances are concerned, the vast majority of 
physicians are honest, fair and reasonable, and that 
except for a few, almost every unpleasantness concern- 
ing fees, is due to misunderstanding on the part of the 
patient, physician, or both. If all physicians were, as 
most physicians are, we could forget about service 
benefit.” 

Dr. L. Howard Schriever, past president of the National 
Association of Blue Shield Plans, has this to say regard- 
ing service benefits: 

“Service benefits are in translation an implementation 
of the Hippocratic oath and should be supported by 
every physician. 

If Blue Shield is organized for the benefit of the doctor, 
then indemnity is the proper pattern. If it is intended 
mainly to serve the patient, then it should provide 
service benefits. “Only one contract will do for the 
people what they desire”, Dr. Schriever says, “And that 
is a service contract. Blue Shield will never reach its 
potential as long as one segment writes a service con- 
tract and one segment writes indemnity.” 

Ihe service benefit principle merits great credit, since 
it protects both the profession and the patient against 
a predatory physician who seeks to impose his own 
fee on top of the Blue Shield payment. The subscriber 
likes it because under the service principle he knows 
what he is paying for when he buys his policy. One of 
the main things the patient wants is assurance that he 
won't incur an additional charge when he has to avail 
himself of services covered by his contract. 

“Service benefits are all that Blue Shield has to sell”, 
says Dr. William H. Horton, executive director of 
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Connecticut Medical Service. He calls them “The nat 
ural development of the ideals of the medical profes 
sion”, in fact the only mechanism possible “in keeping 
with medical tradition.” 

It is unlikely that anything which may be said on be- 
half of service benefits will ever convince a considerable 
number of participating physicians. Neither does it 
seem likely that Blue Shield Plans will ever be able to 
answer satisfactorily every physician’s individual com- 
plaints, regarding the inequities which will occasionally 
result from the practical application of the full pay- 
ment principle to his practice. Nevertheless, it seems 
worthwhile for those of us who regard full payment 
principle as essential to the continued independence of 
medical practice to try and persuade physicians of the 
soundness of this viewpoint. 

Ihe principle of full payment for service benefits is 
the only practical manner in which the conditions of 
the medical profession can be applied to the practical 
considerations of the business of running an insuring 
agency. Second, full payment is primarily for the wel 
fare of the patient whose interest medicine has always 
been proud to protect, and lastly, full payment is the 
only means by which medicine in the long picture can 
be maintained as a voluntary profession. The tradi 
tions of the medical profession have always insisted that 
the welfare of the patient be the first consideration of 
the practicing physician. 

Ihe American public, the patients, and not the medi 
cal profession will ultimately decide whether the prac 
tice of medicine continues to be voluntary, or becomes 
subsidized and controlled. Unless it is possible for a 
majority of our people to insure themselves fully 
against the cost of significant items of medical care, the 
final decision of the public can be easily anticipated, 
and the medical profession will not like it. 

I did not intend to digress too far afield from the 
discussion of those factors which required immediate 
action in order to halt temporarily a dangerous situa- 
tion. However, I felt that it was necessary to indicate 
that the offering of the preferred contract was not 
done without considerable thought and a sound basis 
in fact and Blue Shield practice. 

Let us return again to the original puzzle — a deficit 
operation resulting from what seems to be an adequate 
rate from the benefits being provided. Although, as we 
have seen, the structure of the fee schedule was a con- 
tributing factor, this was certainly not the full answer. 
If you will refer to Exhibit If you will see Blue Cross 
and Blue Shield income and claims expense for each 
vear that the Plans have been in operation, as well as 
enrollment. As you can see, outgo has kept steady pace 
with income despite increased enrollment and despite 
increased income from increased rates. The net result 
of all this is that, when compared with some 17 other 
Blue Cross Plans, the South Carolina Hospital Service 
Plan has for a comparable contract approximately the 
sixth highest membership charge in spite of the lowest 
per diem hospital costs of any of the Plans considered. 
Essentially then, Blue Cross is in the same situation as 
Blue Shield. Both have been plagued since their incep 
tion with marginal operation—still continuing despite 
the last rate increase in Blue Cross and new Blue Shield 
schedule. This occasioned last Sunday's meeting. What 
is the answer? Exhibits III and IV give some possible 
indication. The difference between the experience of 
the South Carolina Blue Cross Plan and the national 
average for all Blue Cross Plans costs us over $425,000 
per year. The same difference for Blue Shield costs us 
in excess of a quarter of a million dollars per year. 
We have some rather disturbing evidence, which I do 
not think it appropriate to discuss here, but intend to 
do so with the proper people at the proper time. Two 
things at least seem to exist—one is over-use, probably 
from the very existence of the coverage itself; and the 


second, is possible indications of flagrant misuse and 
perhaps wanton abuse. 

Gentlemen, this is an issue which must be faced square 
ly. If we are not careful the goose that lays the golden 
egg of payment for hospital and medical care can be 
killed. Any kind of abuse, whether knowingly o1 
thoughtlessly caused, drives up the price of this pro- 
tection for everyone and we do not have a pipe-line to 
the U.S. Mint. 

Insurance does not reduce the cost of medical care—it 
simply spreads the cost of illness over a larger group. 
Persons with health insurance spend more for health 
services than those without such insurance, partly be- 
cause their regular prepayment and the budget towards 
health services indicates a high regard of its impor 
tance, partly because prepayment protection increases 
with ability to buy, partly because financial barriers 
are minimized when the occasion arises, and partly 
because of human nature. The average person likes 
to get something out of his insurance and this moral 
hazard is of tremendous importance in health insurance 
rates. 

Unfortunately, for health insurance programs, people 
with such insurance spend more for health services than 
those without: The hospital admission rate is 30 per 
cent greater, the annual hospital bed occupancy pet 
thousand persons is almost 40 per cent greater. 

Exhibit V shows Blue Cross in-patient payments for 
1955, 1956, and the first quarter of 1957, by member 
hospitals. Exhibit VI shows Blue Cross membership 
by county. In relating these two there seems to be a 
confusing disproportion in the distribution of care 
Exhibit VII shows Blue Shield payments to participat 
ing physicians by county. In order, the information 
listed shows the county, Blue Shield membership, num- 
ber of participating physicians, and total Blue Shield 
payments made in the county. Following the total 
paid in the county is the total paid to participating 
physicians who individually received payments in excess 
of $1,000 per quarter. The amounts which follow this 
total indicate the amounts paid to individual physi- 
cians in the aforementioned category. 

A final recap of this indicates that in 1955, 4 per cent 
of all participating physicians rendered 22 per cent of 
all the service and received 24 per cent of the total 
Plan payments made. In 1956, 5 per cent rendered 25 
per cent of all service and received 29 per cent of total 
payments. In the first quarter of 1957, 6 per cent re 
ceived 35 per cent of the total benefit payment. These 
proportions were somewhat of a surprise. We had ex 
pected a more even distribution under both Plans. 
Let me say here and now that I am among the first to 
recognize and sympathize with a physician’s reluctance 
to act as a policeman to guard prepayment funds be 
cause of the personal and professional pressures in 
volved. I recognize too that it is not solely the physi- 
cian’s problem. The public, the hospitals, the Plans 
themselves have a great part to play in this regard. 
But, as one leader in the prepayment field has put it 
to the doctor--“We are all in this boat together, Plan 
officials, subscribers, hospitals. But the steering is in 
your hands. You decide who shall be hospitalized; when 
and where he is to be admitted; how long he will stay: 
and what services will be provided.” 

Service contracts are the approach to health service 
that starts with joint participation by the physicians, 
the hospitals, and the public, and relies primarily on 
medical, rather than economic controls; seeks to cover a 
large segment of needed health services; and advances 
the historic objective of removing the economic barriers 
to essential care. If Blue Cross and Blue Shield offer 
the doctor and the hospital the mechanics for large 
scale consumer credit creation, and a mass base for an 
economic stability never before enjoyed, then truly 
the doctors’ fate as an independent professional man 
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would seem inextricably bound up with the success or 
failure of the Blue Plans. It seems to me that every 
physician should feel a sense of direct and intimate 
proprietorship over the medically sponsored plans that 
operate among his clientele. He should recognize them 
as his own, and he should not hesitate to assert his 
status as proprietor whenever his Plan seems to him 
to be indulging in practices that are unfair or un- 
worthy of the profession and its highest traditions. 
Only at the greatest peril to itself, I think, can the pro- 
fession ignore these Plans or fail to exert its natural 
guidance in their evolution. Once the physicians have 
grasped the necessity for accepting the responsibility 
which their natural sponsorship implies, then the 
abuses which in some instances threaten the very life 
of Plans will come under control. No longer will public 
opinion within the profession tolerate certain physi- 
cians’ exploitation of Plan benefits by either patients 
or other physicians. 

No longer will some physicians treat their Blue Shield 
Plans as glorified collection agencies. No longer will 
certain physicians flout the necessary limitations of 
Plan benefits in order to obtain special privileges for 
certain patients. No longer will some physicians act as 
though the law of averages should apply to everyone 
else but themselves. No longer will the non-participat- 
ing physician be condoned when in righteous isolation 
he proclaims—‘“It’s a wonderful Plan and I believe in 
its purposes, but I simply cannot afford to apply the 
Plan to my practice. I'll cooperate—meaning “I'll accept 
your checks—but I can’t participate”. 

Anyone associated with the operation of a voluntary 
prepayment program knows that the subscribers, by 
and large, are taking an extremely lively interest in 
what we are attempting to do. As an administrator of 
a Plan, I feel that the people are looking over my 
shoulder all day long. Some of those who are paying 
their hard-earned premiums each month are still skep- 
tical of the ultimate outcome of the voluntary Plans. 
Many of our friends have been indoctrinated with the 
idea that nothing else than an all-inclusive universal 
program of cradle-to-grave medical security will suf- 
fice, and they believe that nobody but a beneficent 
Government can deliver such a program. Hence, even 
now they are inclined to look upon Blue Cross-Blue 
Shield as a stop-gap utility to be forgotten on that 
heavenly day when Uncle Sam steps in and takes over 
all our troubles. Make no mistake about it, your patient 
is demonstrating the keenest curiosity as to how his 
medical care insurance dollar is spent—how much of it 
goes to the doctor or hospital—for what service—what 
part of it is retained for operating expense, or for 
reserves. 

As one important spokesman has put it—“Opposition 
to rate increases should not be constructed as unwilling- 
ness to pay the proper cost of prepaid care. We and 
other subscribers want a high standard of prepaid 
hospital and medical care and are willing to pay a 
reasonable appropriate price for it. Faced with the 
problems of rising costs and consumer dissatisfaction, 
Blue Cross and Blue Shield are not dealing realistically 
with the tough fundamental problems involved. In- 
stead they are standing pat—or in some instances, even 
retreating from the principles on which they were 
founded. Use of co-insurance and deductible programs 
are a retreat from the whole concept of prepayment; 
they shift more of the burden of illness from the group 
to the sick individual. To the extent that they are 
effective, they constitute a barrier to needed medical 
care. These devices of co-insurance and deductible 
coverage can provide only temporary relief from con- 
tinually increasing prepayment costs. They do abso- 
lutely nothing to solve the basic defects of our volun- 
tary program. There should be some consideration as to 
whether Blue Cross and Blue Shield Plans can solve 
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these fundamental difficult problems. It is recognized 
that one of the most difficult aspects of meeting these 
problems is the necessity for injecting medical control 
in the face of a long history of hands off concerning 
such supervision on the part of prepayment plans. Such 
controls must be developed, not only in the interest 
of quality, but to prevent abuses when benefits are sub- 
stantially broadened. 

“Most members will be willing to increase the money 
allocated to medical care if, and only if, they are per- 
suaded that they will get more health care of assured 
higher quality. It will become increasingly difficult to 
get people to pay more for programs that fail to 
broaden benefits, to programs under which there is 
serious waste, to programs where there is no concern 
for quality.” 

Unless some answer is found to our utilization problem 
these Plans may have to resort still further to the 
economic controls just decried. 

In some of the communications that I have recently 
had from physicians, and in some face-to-face discus- 
sions which have taken place, I have had the feeling ex- 
pressed that Blue Shield has served its purpose as the 
forerunner of the voluntary movement and should turn 
over its business to the commercial carriers. Also sug- 
gested was that the profession abandon the whole con- 
cept of providing care on a service-benefit basis and in- 
stead offer a straight cash indemnity to the subscriber 
after the manner of the commercial companies. 

It seems to me that physicians should weigh carefully 
the relative motivations of the commercial versus the 
medically sponsored program. It seems to me they 
should study the respective standards of performance 
and the relative degree of control that the profession 
may exert over their respective basic policies in the 
public interest and in their own interest as well. 

Some of the questions that physicians would surely 
want to ask are these: Which is preferable—the com- 
mercial insurance industry, or should the doctors them- 
selves exercise the ultimate control over the destiny of 
voluntary medical care insurance? Should a voluntary 
movement be operated primarily as a profitable busi- 
ness, or as a mechanism to facilitate the provision of 
necessary medical care? Will the low income patient be 
better served if he receives merely a cash indemnity 
against the cost of his doctor's services, or if he receives 
the services of his doctor promptly and adequately 
compensated by an organization operated by the medi- 
cal profession for that specific purpose? Can the medi- 
cal-care insurance program in the United States remain 
free of governmental control if it becomes primarily 
a branch of the commercial insurance Industry? Or has 
it a better chance of survival if it is, at least predomin- 
antly, a non-profit community enterprise sponsored by 
the medical profession in cooperation with labor, indus- 
try, and the general public? 

It seems pertinent to emphasize at this point one of the 
practical consequences of the Blue Shield public service 
motivation in contrast to the business approach of the 
commercial carriers. Blue Shield is carry many em- 
ployed groups which no commercial insurance company 
would consider enrolling. It is considered a social re- 
sponsibility of Blue Shield to provide coverage to every 
eligible group, and especially to those groups which 
most need the protection it affords. If the commercial 
companies were to take over the entire voluntary pre- 
payment program, then the control of the basic eco- 
nomy of American medicine would pass completely out 
of the hands of the profession. 

One of the factors favoring the growth of the com- 
mercial carriers is the fact that it is often easier to sell 
a cheaper product than a better one, unless one is deal- 
ing with a well-informed and independent buyer. One 
would say that the dominant position of the commercial 
companies in the state of South Carolina with its re- 
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sultant intense competition for volume is in no small 
measure responsible for the sale of a cheaper product 
rather than a better one. I think such a situation has 
inevitably, as it always must, depressed the incomes of 
both the doctor and the hospital, and correspondingly 
increased the burden of coinsurance on the patient, and 
everyone concerned. 

The profession has always insisted too that no third 
party should enter into the relationship: between pa- 
tient and physician. Obviously, any prepayment plan is 
a third party, at least as far as finances are concerned. 
It would seem then that the doctor should prefer to 
deal with a third party controlled essentially by his 
profession. It is equally logical that the doctor should 
prefer to function through a mechanism designed 
primarily to render a service for the patient and the 
physician. 

Chere is one other major distinction between the com 
mercial and the Blue Cross-Blue Shield approach to 
this problem. Blue Cross-Blue Shield Plans, through 
their national associations, have imposed upon them- 
selves certain standards of organization and perform- 
ance designed to assure the public of a full measure of 
service for every dollar of premium and to guarantee 
to the profession that the Blue Cross-Blue Shield sym 
bol is invariably worthy of its respect and support. 
The South Carolina Blue Cross and Blue Shield Plans 
have ahead of them a big task, almost monumental in 
several respects. The ultimate goal is adequate — but 
not wasteful protection — against the finencial hard- 
ships of illness. These Plans — as must the other Blue 
Cross-Blue Sheld Plans — strive toward expansion of 
services and benefit provisions, sufficient to provide 
satisfactory prepaid service for all people who want 
and need it, to the full extent that the insurance prin 
ciples can be applied. 

At the same time, we must avoid rushing headlong into 
fields of coverage that may ruin us or require major 
public subsidy. The attainment of this objective as- 
sumes a fine timing and balance of many major, and 
sometimes unwieldy factors. Not the least of these is 
public willingness to pay for what they want and the 
understanding of the impossibility of getting something 
for nothing. We must enroll more and more of the 
better risk groups, particularly those, whose manage- 
ment are seemingly not interested in or not aware of the 
community concept. When good risk groups are not 
included in the community pool, the per capita cost of 
giving the same service to the remaining groups in- 
evitably goes up. And as the cost rises, more and more 
of the lowest income people who need the coverage 
most, drop out of the Plans. Here, obviously is a vicious 
cycle. Unless the cycle is broken the Plans will fail in 
their effort to provide a community-wide service. Those 
who need protection most will have nowhere to turn 
but to the government. Blue Cross and Blue Shield 
can break the cycle that is compromising the com- 
munity concept, by improving its product and by mer- 
chandising the unique features of that product; namely, 
service benefits, professional approval, local control, 
community service and low-cost non-profit operation. 
We, and I mean the medical profession and the hospi- 
tals as well as the Plans, must sell the leaders of labor 
and industry on the long-range necessity of (1) support- 
ing community-wide enrollment at the community 
rate and (2) spurring the good risk groups to share the 
cost of making health services available to the poorer 
risk low-income groups. The point must be brought 
home to these leaders that the fate of free enterprise 
itself may depend upon our solving the community 
medical care program by voluntary means. 

I have mentioned the expansion of services and benefit 
provisions within the proper limits. I believe that Blue 
Cross and Blue Shield must give grave consideration 
to the extent and scope of benefits to be offered. A basic 


contract should be as broad and comprehensive as 
possible, within a price range attractive to the rank 
and file. But that price must also be stabilized over a 
reasonably lengthy financial cycle, if Blue Cross and 
Blue Shield are eventually to be, as they should be, the 
truly effective key to the solution of the general prob- 
lem of prepaid medical care. Of course, Blue Cross and 
Blue Shield live from day to day under two great 
pressures. First, the subscribing public is prone to for- 
get all the good things about Blue Cross and Blue 
Shield and emphasize the bad which generally happens 
when they put in a claim they thought was covered by 
their contract, and it turns out that it was not. Perhaps 
even greater pressure comes from the physicians them- 
selves, because it is quite natural for any particular 
physician to feel resentful if jis specialty is not in- 
cluded in Blue Shield, or if he thinks Blue Shield 
favors one branch of medicine in contrast with another. 
The necessity for Blue Cross and Blue Shield to make 
distinctions between these things which may be reason 
ably categorized on the one hand as likely to run true 
to experience in contrast with those on the other that 
are new, unpredictable, unchartered, or in large meas- 
ure uncontrollable, is a principle not always understood 
by physicians and is the basis for some of the brick 
bats Blue Shield receives such as why do you call it 
the doctors’ Plan why don’t you call it a private 
surgeons’ club? 

I have talked at some length — certainly greater length 
than I had ever originally intended in an attempt 
to answer some specific questions, deal with some speci- 
fic remarks, explain and I hope justify on the basis 
of certain facts and background information as well 
as fundamental principles — action which the Plans 
have taken. It is with a sense of frustration and futility 
that I realize how seemingly inadequate the attempt 
has been. This sense of futility and frustration, I think, 
stems primarily from the realization that, as in the 
whole broad operation of these Plans, there is so much 
to do in such a pathetically little time. This may in- 
deed be an important clue that perhaps the first prob- 
lem which should be tackled is that of understanding. 
As Doctor Ira C. Layton, a board member of the Kansas 
City Blue Shield Plan put it at the recent national 
conference in Chicago — “It is indeed, unfortunate 
that professional relations should be a problem, for the 
Blue Shield Plan is actually the physicians contribution 
to public need. As such, he should be quite familiat 
with its many facets, but a combination of circum 
stances have lessened his familiarity and produced a 
sense of distrust born of ignorance. 

“At the inception of Blue Shield Plans throughout the 
country, enthusiasm among its founders ran high. It 
provided a satisfactory method for proper public pre 
payment of at least a portion of their medical cost 
and in turn, assured the physician payment for his serv- 
ices. Since that time, many factors have contributed to a 
dimming of the original enthusiasm. 

“Ten years ago, socialized medicine seemed a real 
threat to each practitioner. In more recent years, a great 
complacency has developed toward the liklihood of the 
government sponsored care. The average physician has 
little knowledge of the tremendous number of bills 
considered each year by committees of our governing 
bodies. Any one of these, if successfully sponsored, 
would further our profession along the road to social 
ization. Contrary to popular belief, it has apparently 
made little difference what party is in power. 
“Prosperous times, rapid growth of the plans, com- 
placency toward involuntary health insurance, ig- 
norance of the demands of the public and loss of per- 
sonal contact through specialization have all produced 
a common denominator — inadequate information. 
“We must convince the participating physician that 
Blue Shield is now and always has been his project 
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and his contribution to public welfare. Executive di- 
rectors and his staff have no desire to exercise authority, 
establish fees, or otherwise interfere with basic policy. 
Ihe physician must be made to realize Blue Shield’s 
bilateral obligation. Blue Shield is the instrument of the 
profession—designed by the profession—but with obliga 
tions equally strong to the public”. 

We of the plan’s Administrative Staff shall do every- 
thing possible to get the profession to shape the policies 
and determine the objectives of the Plan. This pro- 
gram will be constant and directed from the top. It is 
hoped that the profession—individually and collectively 
—will take advantage of the existing opportunities and 
any new opportunities which can be created to learn 
more about Blue Shield and to do whatever is neces- 
sary in a spirit of good will, high adventure and en- 
thusiastic determination to assure keeping control of 
the doctor's Plan in their own hands, thereby continu- 
ing the improvement and success of Blue Shield. 

New problems will arise. Current problems must be 
faced and solved. To find the right solutions will re- 
quire the wisdom of physicians and the plan adminis- 
trative staff to take the time to learn the facts and the 
courage to face the facts, exactly as they are. Blue 
Shield needs and asks the guidance of physicians to 
correct whatever faults they think it has and every 
physician counts. 

I should like to suggest that every county medical 
society devote a minimum of one meeting each year 
to Blue Shield. I am not suggesting that ten minutes 
be allowed for the reading of a Blue Shield report. On 
the contrary, I am suggesting that the entire meeting 
be considered an orientation program designed to give 
physicians a better understanding of the organization 
they have created, an opportunity to learn the real 
difference between Blue Shield and other prepayment 
programs. The individual physician plays a vital role 
and must be acquainted with local and national prob- 
lems which must be faced up to and solved. There is 
always a need for cooperation, understanding and pa- 
tience all along the line. Qualified representatives of 
Blue Shield should be present to answer questions, 
explain contract provisions, and listen to suggestions 
and criticisms. I do not think it is too much to sug- 
gest that one evening a year be devoted to a program 
which involves hundreds of thousands of physicians, 
millions of subscribers, and the expenditure of hun- 
dreds of millions of dollars annually. 

I think it is also essential that communities currently 
provided for under the Blue Shield be used. In addi- 
tion, I think it is essential that new communities be 
formed to assist the Plan in the consideration of its 
own claims and operations and, as well, afford to both 
plans some court of medical judgment to which appeal 
can be made in cases of questionable use or violation of 
the spirit of the Plan. 

Everything possible will be done by the Plan within 
the limitations of time and finances to procure, train, 
and maintain a staff of Blue Shield field representatives 
qualified to call on physicians concerning individual 
problems when such action is indicated. 

May I emphasize however that little will be accom- 
plished if physicians themselves fail or refuse to take 
advantage of these opportunities. 

In conclusion, I should like to summarize one or two 
significant points. Under rather tremendous pressures 
of both time and finances, changes have been made in 
the South Carolina Medical Care Plan. In the changes 
that were made review and evaluation were contem- 
plated and are in fact now under way. Changes were 
anticipated as advisable and necessary as soon as Cir- 
cumstances and time permitted. The timing and man- 
ner in which the changes were made may—to be sure— 
have left something to be desired. Many of the factors 
which shaped the whole change were in many cases 
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almost entirely beyond the control of the Plan. Per- 
haps they should not even exist—at least to such a de- 
gree as to threaten the existence of the program itself. 
We are strongly soliciting—yes, imploring the guidance 
and wisdom of the profession. However, I think it is 
reasonable to expect that before action is taken, sug- 
gestions are made, or demands voiced, a full knowledge 
and appraisal of all facts and all implications thereof 
the thoroughly considered. 

One final—and perhaps most important thought—the 
importance of each individual doctor should never be 
obscured. The individual doctor may be the plan's 
most effective enrolment producer if he wishes. Here 
are a few obvious ways in which a physician can help: 
Most obviously by participating, and by displaying his 
certificate as a participating physician; by speaking 
well of the Plan among patients and friends; by asking 
each new patient if he is a subscriber to Blue Shield; by 
assisting Plan patients in the preparation of their serv- 
ice reports; by helping them to understand the limi- 
tations and exclusions of their plan’s contract as well 
as its benefits and privileges; and by urging non-insured 
patients to inquire about the possibility of enrolling 
in the Plan; by passing potential enrollment informa- 
tion along to the sales staff, and using their influence 
to assist in a favorable reception. 

If medical care is drawn into the orbit of government 
functions, it will be because too many individual doc- 
tors, who may have thought that what they did would 
not count, failed to do what doctors as members of the 
profession as a whole need to do to make their own 
Blue Shield Plan work to the satisfaction of the public. 
John Donne, the ancient mystic poet, said “No man is 
an island entire of itself; every man is a piece of the 
continent, a part of the main; if a clod be washed away 
by the sea, Europe is the less, as well as if a promontory 
were, as well as if a manor of thy friends or of thine 
own were; any man’s death diminishes me, because | 
am involved in mankind; and therefore never send 
to know for whom the bell tolls; it tolls for thee”. 
(Applause) 

THE CHAIR: Thank you very much for that discus- 
sion, Mr. Sandow. 

Dr. Cain, do you as Chairman of the Council wish to 
say anything at this time before we proceed with the 
general informal discussion? 

DR. CAIN: Mr. President I would like to call atten 
tion to the corporation and also to yourself and admin. 
istrative officers the proposals made at our directors 
meeting whereby the intent of our board is*to review 
the present fee schedule and Blue Shield Plan during 
the next six months and make some definite recom 
mendations to our group at the end of that time. I 
believe that in the light of your statements here and 
Mr. Sandow’s statements that such review and changes 
are already anticipated that further study by our pro- 
fessional service committee will help clarify the situa 
tion. 

Note particularly that I do not say that any changes 
will be made. If, when this study is made, no changes 
can be made or if it is found to the satisfaction of the 
Professional Service Committee that no changes can be 
made, I think that report should be given as such. I 
think that should be very definitely understood be 
tween you, as medical director, the administration, 
and myself as Chairman of Council who, as a member 
of the Board, in ex officio capacity, I feel that I am 
representing the Association as a whole I would like 
to see that study made and be assured that it will be. 
THE CHAIR: Thank you very much, Dr. Cain. Now, 
as I stated at the beginning of the meeting we are 
going to resolve ourselves into a “committee as the 
whole” for general and informal discussion of prob- 
lems as you see them, or questions, or anything that 
may be in your mind and the countesy of the floor is 
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extended to every man in this room. Who will be the 
first. 

Dr. Miles of Summerville, Recognized. 

Dr. Goldsmith, recognized. 

First of all I want to thank Dr. Guess for the enormous 
job he has done over the years in Blue Cross and Blue 
Shield. I have known all along what he has done, I 
have seen him work and I know how hard he has 
worked and personally we do owe him a vote of grati- 
tude. Also our new executive secretary, he came to us 
when the plan almost had its back to the wall and he is 
doing a marvelous job, and I want to thank him per- 
sonally. 

Dr. Parker, recognized. 

Dr. C. B. Woods of Walterboro, recognized. 

Dr. Evatt, recognized. 

I won't make a long speech but Goldsmith stole my 
thunder, but I want to move that we give this man a 
vote of thanks because he has spent hours and hours 
and hours working for this plan and he deserves an 
awful lot of credit. In the depression time that he 
spoke of, at that time I was a member of the economic 
committee of the society and every member of the as- 
sociation received a questionnaire as to how much 
money they made, and most of them answered it and 
it varied from $211.00 to a very few thousand, and 
there were very few men in the state who made a few 
thousand. One fellow, a friend of mine, was so de 
pressed and so low that the whole year he only had 
$211 pass through his hands and through his pockets, 
he and I were to go to Carlisle to do two weeks of 
reserve training as captains and Hoover, with his wis- 
dom, and I think he was wise, cut off the spending 
millions of dollars and recalled that order and we 
didn’t go and two weeks later this fellow shot himself 
Now, I wrote a report on that and read it at our meet 
ing in Columbia and this article was entitled “We 
Esaus.” In other words, all of us remember the man 
from the Bible who threw away his birthright. And 
the reason this Blue Cross-Blue Shield was born was 
an enabling act which helped the doctors, enabled the 
doctors of the United States to hold the birthright 
which is theirs, that is to protect the health of the 
people of this country and had Blue Shield and Blue 
Cross not been born why the whole kit and caboodle 
would have been run by the government long before 
now. ... And we have met stress and strains before 
and gone through, this is a very mild one to what Dr. 
Guess and some of the rest of you recall that we had 
some thirty years ago. 

I would now move that this society vote Dr. Guess 
thanks and wish for him many, many years of re 
establishing himself among his friends and among his 
practice where he can dispense the milk of human 


kindness with one and all alike without fear or favor 
or hope of reward. (Deafening applause) 

(Convention stands still applauding) 

THE CHAIR: The chair rules that the motion is out 
of order, we are still operating as a “committee as the 
whole” and no motions are accepted. However, I cer- 
tainly appreciate those kind words and the ovation 
given me. 

DR. EVATT: As a matter of personal privilege, it must 
be on the record 

THE CHAIR: Does anyone else desire to speak before 
we dissolve this committee. (Silence). All right we dis- 
solve the Committee as the whole and go back to sitting 
as the corporation. 

Are there any resolutions that any member of the 
corporation wishes to present? Dr. Cain (recognized). 
DR CAIN: Mr. President, I would like to move that 
the corporation vote a vote of confidence in the admin- 
istration, the medical director and go along with this 
plan as submitted at this time and the assurance from 
our board of Directors of Blue Shield that it will be 
studied and any change which is found to be of bene- 
fit to our South Carolina Medical Association will be 
included in a _ revised policy within the next six 
months. I make that motion, is there a second to that 
motion? (The motion was seconded by Dr. Evatt.) 
Is there any discussion of the motion? Are you ready 
for the question? (The question was called for, the 
vote taken and it was unanimously passed.) The ayes 
have it. 

DR. GUESS: Thank you very much, gentlemen, I am 
sure that everyone concerned with the administration 
of our plan appreciates that, particularly do the mem- 
bers of the board, most of whom, the majority of 
whom, are your own colleagues and have given of their 
time and effort, some of them for ten years, as I have, to 
try to put this thing over. 

Are there any other resolutions? Any other motions 
that any member of the corporation cares to put? 

I think a motion to adjourn is in order, gentlemen. 
Thank you very much, thank all of you. 
ADJOURNMENT 

(The minutes will be continued in the next numbet 
of The Journal.) 


Heart disease is apparently more prevalent among 
women than men, Health Information Foundation 
points out—but it causes 75 percent more deaths 
among the males in this country. One possible explana- 
tion of the excess male mortality: Men are thought to 
be particularly subject and vulnerable to the strains 
and pressures of modern life. 
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BOOK REVIEWS 


PSYCHOANALYSIS OF BEHAVIOR by Sandor 
Rado, M. D., Grune & Stratton, New York—1956. 
Price $7.75. 

This book is the result of a demand by many psy- 
chiatrists and psychoanalysts for a study of the 
thoughts and ideas of a distinguished worker in the 
field of dynamic psychiatry. Dr. Rado is the prolific 
writer who has never before gathered together in 
essay or book form all of his writings in order to pre- 
sent a logical, unitary picture of his working ideas. He 
is particularly known as a research worker in the field 
of psychoanalysis, and has attempted to clarify its 
theories, terminology, and methodology so that it can 
be more freely understood by all medical men. 

He has attempted also to make the psycho- 
analytical field adaptive to research and to free it 
from esoteric theories. His particular simplified theory 
is merely entitled “Adaptational Psychoanalysis,” or 
“Ego Psychology.” This, in effect, means that the in- 
dividual tries to fit himself into a harmonious living 
with others by seeing and knowing how the gross un- 
pleasant emotions (anger, guilt, and rage, in both 
extrovertive and introvertive forms) interfere serious- 
ly with this adaptive living with others. In other 
words, he places paramount importance upon the 
ability to properly handle such emotions as anger 
towards others, and self-anger. He felt that the 
original works of Freud had left out the consideration 
of the importance of unpleasant emotions, and in- 
stead, had placed too much importance on the ex- 
periencing of the so-called pleasant emotions of which 
sex was its most dynamic component. 

Freud had stated that unpleasant emotions were 
merely due to the frustrations of not experiencing 
pleasant emotions. Dr. Rado has placed in central 
position the Ego (personality), not as something that 
arises by mere biological chance through the vicis- 
situdes of the instincts, but through the more impor- 
tant basic and primary child-parent relationship with 
all its various and subtle emotions. 

Norton L. Williams, M. D. 








THE DOCTOR AS A WITNESS—by John Evarts 
Tracy. W. B. Saunders, Philadelphia—Price $4.25. 

This book is written by an expert in a readable 
manner for people who need it. Professor Tracy—pro- 
fessor of Law (Emeritus), University of Michigan, 
has several books to his credit and this one meets the 
requirements. 

The 221 page (with index) small size large type 
book is readable and instructive. Any doctor who gets 
on the witness stand will be glad he read this book. 
The chapter (#IX) on “Preparing for Trial or Hear- 
ing” is alone worth the price—and there are eleven 
other chapters. The object of medical testimony is to 
set forth the medical facts so the judge and jury will 
understand them and justice and equity will prevail. 


Aucust, 1957 


Often we are confused by what is a “priviledged 
communication.” This is explained in full. “Expert 
testimony” is covered and “opinion evidence” is dis- 
cussed. Do you know how to qualify as an expert with- 
out bragging? Do you know when you can express 
an opinion. Do you sometimes wonder why an at- 
torney does not ask you questions. Can you handle an 
involved hypothetical question. Should you say you 
have discussed the case with the attorney. Did you 
know you could refer to notes—and did you know that 
if you do the opposing attorney can look at all the 
notes you have with you? 

The chapter on “direct examination” is excellent. 
The book states “No man knows how old he is o: who 
his parents were except from heresay.” But “The Doc- 
tor As a Witness” tells you when you can use heresay 
evidence. 

The ordeal of “cross examination” loses much of its 
dread if you know how to avoid traps and trick ques- 
tions. 

Hospital and laboratory records are discussed. Dying 
declarations are explained. 

Frequent use is made of imaginary questions and 
answers to illustrate points. 

Workmens Compensation proceedings is well 
covered with examples of methods used to determine 
extent of disability. 

Malpractice is a chapter we should read. Chance 
remarks concerning our own or others work form the 
basis of most malpractice suits. Do you know when 
you can and cannot “abandon a patient”. The book 
tells you. 

There are pointers in the section on “Compensation 
of the Doctor Witness” that will aid in maintaining 
good patient-doctor-lawyer relations. 

All in all, “The Doctor As a Witness” is readable, 
friendly, instructive and interesting. 

Frank C. Owens, M. D. 


CHANGING CONCEPTS OF PSYCHOANALYTIC 
MEDICINE. Edited by Sandor Rado, M. D. and 
George E. Daniels, M. D. Grune & Stratton, New 
York—1956. Price $6.75. 

This book is a continuation of the first book, which 
is the collected papers of Dr. Rado. Here an attempt 
is made to show the increasing scope of the entire field 
of psychoanalysis in general psychotherapy, psycho- 
somatic medicine, psychiatric problems with children, 
and research in mental illness. The terms psycho- 
analysis and psychotherapy are brought closer to- 
gether in that psychoanalysis is not made a separate 
field of general psychotherapy, but is only a technique 
and method of psychotherapy with larger wider goals. 

He makes a distinction between reparative (psycho- 
therapeutic and reconstructive (psychoanalytic) psy- 
chotherapy. To put it simply, he states that there are 
four main goals of all forms of psychotherapy. The 
first is elimination or alleviation of symptoms. Second- 
ly, with the improved level of adaptive functicning 
due to the relative absence of physical symptoms, 
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improvement is made in the social, sexual, and work 
areas. The fourth goal is the continuing growth and 
development of the individual on the higher level of 
maturity and capacity. 

This definitely includes the individual development 
into the personality of the individual of what we call 
the essential values of life including morals and 
ethics. 

It is this last or fourth step that is considered today 
to be deep-psychotherapy or psychoanalysis, which 
brings that part of the personality in harmony with 
the best in our culture. 

This book is of immense value in that it puts the 
entire field of psychotherapy on a practical, sensible, 
relatively simple level, and distinguishes general psy- 
chotherapy and psychoanalysis mainly in terms of 
goods and not in terms of technique or theory. Both 
use the same methods. It is their goals only that vary 
and the goal should be determined largely by the 
patient and not by the doctor. 


Norton L. Williams, M. D. 


CLINICAL PATHOLOGY—Benjamin B. Wells, 
M. D. W. B. Saunders Co., Philadelphia, 1956—Price 
$8.50. 

The second edition of this book is similar in gen- 
eral composition to the first edition of 1950. The work 
is concerned chiefly with the clinical use of the lab- 
oratory. The material is presented in an orderly 
fashion in nine chapters dealing with tests pertinent 
to diseases of the various systems. Due to its brevity 
it must be considered to be more of a handbook than 
a reference. For the same reason it is not suitable as 
a textbook. The treatment given many subjects is 
necessarily sketchy and incomplete. There are very 
few illustrations and no color plates. Many of the more 
recently adopted tests are included, and for this reason 
the book might prove to be a valuable and relatively 
inexpensive addition to one’s library. The last chapter 
deals with laboratory procedures such as might be 
useful in a private office. 

D. E. Ellis, M. D. 


MEDICAL SERVICES FOR RURAL AREAS: The 
Tennessee Medical Foundation. By Willman A. Mas- 
sie. Published for The Commonwealth Fund by The 
Harvard University Press, Cambridge, Mass. 1957. 
Price $1.25. 

This is a brief and interesting booklet which re- 
counts the story of a program to improve the health 
service for a group of communities in rural Tennes- 
see. Back of these efforts have been the Tennessee 
Medical Foundation, the Tennessee Medical Associa- 
tion, and the people themselves in the areas con- 
cerned. The account of the successful efforts to better 
health conditions in which improvement was badly 
needed should be of great interest to anyone con- 
cerned with the problems of providing better health 
service for rural areas. 

The Commonwealth Fund has been interested in 
improvement of health conditions in Tennessee for 
many years, and has had an able hand in helping by 
advice and a substantial grant the improvements that 
have been accomplished. 
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In the past 56 years mortality from tuberculosis has 
declined from 199 to 8 per 100,000 population, accord- 
ing to Health Information Foundation. While this is 
remarkable progress, the Foundation notes, tuber- 
culosis is still a great health problem, with 100,000 
new cases reported in the United States in 1955. 

Declining mortality from tuberculosis since 1900 
has had its greatest impact among young adults (ages 
15-44) in the peak income and childbearing years, 
according to Health Information Foundation. The 
highest mortality from this disease now occurs in the 
upper age grades among those over 65. 


In 1900 influenza and pneumonia took a toll of 80 
persons per 100,000 population in the young adult 
ages (15 to 44), according to Health Information 
Foundation. By 1955 mortality from these causes had 
dropped to around 4 per 100,000 persons in the same 
age group. 
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(FOUNDED IN 1914 BY DR. AND MRS. J. W. BABCOCK) 
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SPECIALIZING IN SHOCK THERAPY 
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